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Clinical Psychology
Volume 1
This volume is comprised of: the academic dossier (which contains the four essays); 
the clinical dossier (which contained summaries of all placements undertaken 
throughout training, and summaries of all five scale reports completed); and the 
research dossier (which contains the service related research project, and the major 
research project).
Volume 2
This volume contains the clinical dossier in full. This includes five case reports and 
all relevant placement documentation (placement contracts, logbooks and examples of 
correspondence). Due to the confidential nature of this material, Volume II will be 
held in the Psychology Department at the University of Surrey.
The portfolio aims to reflect the range of academic, research and clinical skills gained 
over the course of training. Consequently, within each volume, work is presented 
chronologically in order to reflect the development of these skills.
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ADULT MENTAL HEALTH ESSAY
Would there ever be a scenario in which a psychodynamic rather 
than a cognitive behavioural approach might be more appropriate in 
the treatment of obsessive-compulsive disorder?
December 2001
Adult Mental Health Essay
Introduction
“A broad consensus has been reached that behaviour therapy and a SSRI are the 
treatment o f choice for /Obsessive-Compulsive Disorder/” (Gabbard 2001, p208)
“In our series o f 21 patients, who were collectively the recipients o f more than one 
century of psychodynamic treatment, we had no reason to be... optimistic.. [Nowhere] 
in the literature on the psychodynamic treatment of obsessional states are there clear 
and consistent data documenting the frequency o f positive responses to 
psychodynamic approaches. ” (Insel 1984b cited in Esman 1989, p i45)
These two quotations seem representative of current attitudes towards treating 
Obsessive-Compulsive Disorder (OCD). There exists a sense o f the strength of 
Cognitive Behavioural (CB) approaches and confusion around psychodynamic data. 
Yet it is important to challenge such views and establish, as a scientist practitioner, 
whether the treatment given to each client is the most appropriate for them as an 
individual. This is not a new problem. Since Freud first formalised psychoanalytic 
theory of Obsessive-Compulsive Neurosis in his “Rat Man” case study (Freud, 1909) 
theories have been evolving and confronting new problems in how to best explain and 
treat this disorder. OCD, as it is now diagnosed, (American Psychiatric Association
1994) has been as Esman puts it: “...increasingly complex theoretically and at least 
equally frustrating therapeutically” (Esman 1989). It is neither a new nor a rare 
disorder. OCD is widespread, with epidemiological data placing it as the fourth most 
common mental disorder following phobias, substance abuse and depression (Kaplan, 
Sadock and Grebb, 1994). This relatively high rate of occurrence makes the question 
of appropriate treatment all the more pressing, and research on OCD has flourished -  
over the past 20 years particularly (Esman, 2001).
This period has most noticeably seen an increase of outcome studies measuring 
Cognitive Behavioural Therapy (CBT) for this disorder. There have also been 
positive findings for Selective Serotonin Reuptake Inhibitors (SSRI) with a possible 
superior effect from Clomipramine (Kay, 1996; Kobak, Greist, Jefferson, Katzelnick
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and Henk, 1998). However, the writings on psychodynamic treatments for OCD have 
been slim. In fact as the introduction quotation by Insel demonstrates there is very 
little concrete reason for practitioners to consider a psychodynamic therapy at all. As 
financial constraints and evidence-based practice increasingly drive psychology it is 
difficult to imagine a place for traditionally long-term psychodynamic psychotherapy 
when competing for resources against CBT. However, despite the apparent dearth of 
psychodynamic therapy for OCD there are a number of single case studies indicating 
some level of success in this area -  enough to suggest that there is still a place for this 
treatment.
The crucial aspect of treatment selection highlighted in the title is how to establish 
what is an "appropriate" approach to use. Clinical Psychologists should make this 
judgement using several pointers. Firstly the existing evidence base must be 
evaluated. (How is the problem defined? What evidence is there for each of the 
different treatments? What are the flaws with using this evidence? ) Secondly the 
individual client must be considered. (How applicable is the evidence to the client in 
particular? Are there additional problems that complicate the picture?) Finally all 
treatment decisions, whether we like it or not, are made in a context. (What are the 
financial constraints/ actual treatments available?)1
Using the questions above it will be shown that there could be a scenario in which 
psychodynamic therapy is appropriate in the treatment of OCD. Occasionally this is 
in preference to CBT but more often these therapies could be used together to address 
different aspects of the clients’ problems or at different treatment points.
What is Obsessive-Compulsive Disorder?
The DSM-IV (American Psychiatric Association, 1994) classifies OCD as one of the 
anxiety disorders and diagnosis requires the presence of obsessions or compulsions
1 This last point will only be discussed briefly due to obvious differences between 
settings.
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which significantly interfere with the sufferer’s daily living. These can be 
distinguished from psychosis by the sufferer’s insight. Obsessions are defined as 
“recurrent and persistent thoughts, impulses, or images”. These must be “intrusive 
and inappropriate and that cause marked anxiety or distress”. Compulsions are 
defined as “repetitive behaviours... or mental acts ... that the person feels driven to 
perform in response to an obsession, or according to rules that must be applied 
rigidly”. Crucially, and following on from these, the person “attempts to ignore or 
suppress such thoughts, impulses, or images, or to neutralize them with some other 
thought or behaviour”. The compulsions are “aimed at preventing or reducing 
distress or preventing some dreaded event or situation; however, these actions or 
mental acts either are not connected in a realistic way with what they are designed to 
neutralize or prevent or are clearly excessive”. Perhaps an example would be a person 
with intrusive thoughts and images of harming their child. They may attempt to 
neutralise these “bad” thoughts with a certain number of “good” thoughts or feel 
compelled to frequently check on the child to make sure that they haven’t accidentally 
harmed them. These thoughts or checking would take over one hour a day for 
diagnosis and be extremely upsetting for the person involved. This is an example of 
OCD; however the forms that this disorder takes can be very varied. This is 
highlighted by the fact that diagnosis requires either obsessions or compulsions but 
not necessarily both.
Its onset is also varied -  one source identified that 65% of people who develop OCD 
do so before the age of 25 (Rasmussen and Eisen, 1990). High levels of comorbidity 
have also been identified with agoraphobia (39%), alcohol abuse (34%) and major 
depression (32%) occurring particularly frequently. (Robins, Helzer, Weissman, 
Orvaschel, Guenberg, Burke and Regier, 1984, cited in Jakes, 1996)
One of the noticeable problems when reading the literature on this topic is the extent 
to which several key aspects of the term OCD are used in differing way -  thus making 
it more complex to compare studies. Whilst some (noticeably many psychoanalysts) 
would classify OCD and Obsessive-Compulsive Personality Disorder OCPD as 
sharing the same structure, others (Insel, 1984a, cited in Esman, 2001) consider them 
distinct. As this is a point where the evidence is particularly confused, the title
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question will be addressed referring specifically to OCD proper and not OCPD or any 
of the other so-called Obsessive-Compulsive Spectrum Disorders (e.g. Tourette's 
syndrome). Although there exists a growing literature on OCD in children, only 
treatment issues relating to adults will be addressed here.
What Is the Evidence?
Psychodynamic Therapy for OCD
Psychodynamic theories for OCD developed from Freud’s initial accounts of his 
patients -  most notably The Rat Man (Freud, 1909). Freud stated that “the obsession 
represents a substitute... for the unbearable sexual idea, and has taken its place in 
consciousness”(fxQuôi, reprinted in Stein, D and Stone, M Eds 1997). Broadly 
speaking intrusive thoughts are a result of conflict over unacceptable aggressive or 
sexual thoughts or wishes resulting from precocious Ego development. The theory 
states that the psychological conflict has been repressed into the unconsciousness. 
This repression is only partially a success and the emotional content of the thought 
remains conscious. It is this emotional content which becomes misplaced onto another 
idea, forming an obsession and its accompanying distress. The person therefore 
associates a strong emotion with an idea to which it does not belong. This 
misplacement explains why the individual is unable to logically justify their obsession 
yet may feel compelled to act upon it.
One such development from Freud’s initial theory is put forward by Mallinger 
(Mallinger, 1984). He stresses the obsessive’s need for control over themselves, 
others and the world around them. He argues that this arises as a “defensive myth 
about attaining total control”. He proposes that the pre-obsessive child finds its 
imperfect control terrifying in such a changeable world, and attempts to defend 
against this fear by the irrational belief of its own “potential omnipotence”.
As is shown, treatments have evolved in many varying directions from Freud’s ideas 
and there are many differing approaches under the ‘psychodynamic’ umbrella. What
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unites them is the emphasis put on the relationship between client and professional. 
McLough describes psychodynamic theory as follows: “At its core is a belief in the 
role o f the unconscious in the development o f conflict and disturbance. Through the 
careful unfolding o f the therapeutic relationship, within a defined setting, it is 
understood that resolution o f conflict and disturbance may be achieved” (McLough,
1995). This resolution is achieved by attempting to bring in to the client’s 
consciousness previously unconscious processes and conflicts which in turn will 
allow a greater degree of control over such processes -  leading to the development of 
“greater flexibility o f thought and behaviour” (Spinelli, 1994). This resolution is 
obtained through using transference and counter-transference processes to address 
client issues within the therapeutic relationship. Naturally for many issues to arise, 
the relationship between client and therapist has to be well established. It is this in 
part, which leads to the therapy being traditionally quite long term -  which has 
significant implications for resource consumption.
The evidence supporting such a psychodynamic approach is limited. Esman notes 
that since 1989 there have been over 1,000 papers written on OCD of which none 
were on new psychodynamic treatment research (Esman, 2001). There is in fact some 
research but this takes the form of individual case studies that serve more to highlight 
the process of this therapy than the outcome. One of the few studies looking at 
multiple cases from a psychodynamic perspective is that of Sifheos (Sifheos, 1985). 
This article describes outcome data of 46 patients given short-term dynamic 
psychotherapy. Ten of these patients had Obsessive Compulsive problems and all 
were described as having reached resolution or being much improved. However, in 
this study it should be noted that the author stressed the importance of choosing 
“appropriate” patients (including the need for above average psychological 
sophistication) and that one patient (10%) dropped out. This therapy involved the 
systematic exposure of the underlying conflicts and the author argues that it is most 
effective on “acute Obsessive-Compulsive neuroses”. Malan 1976, cited by Jakes 
(Jakes, 1996), claims to have statistical evidence implying that treatments that reach 
hidden feelings about the client’s parents are the most successful. There are other 
individual case studies which provide promising results but these are in general 
considerably longer-term treatments -  up to 30 years in one case! (Chessick, 2001).
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It should be noted that not all psychodynamic therapies are of long duration. Sifheos’ 
treatment lasted only 16 sessions -  comparable with CBT (Sifheos, 1997). Whilst 
there remain reservations regarding the entry criteria for this treatment it is still a 
promising development. The author found evidence of new learning and “over-all 
improvement' in follow-up interviews. However, this is not to say that there cannot 
be a use for long-term treatments. The patient described by Chessick demonstrates 
how intensive therapy can prevent a client from being hospitalised or worsening in 
condition over a long time span. The author argues that their once or twice-weekly 
meetings over the thirty-year treatment did just that. This too can be criticised, whilst 
initially this could be beneficial for the client, and resource saving, after such a period 
of time perhaps such an approach should have been questioned and another treatment 
direction may have been more beneficial given the time scale.
Psychodynamic therapies can be seen to help some individuals. The case study 
evidence for this indicates that Sifheos’ Short-term Psychodynamic therapy is the 
exception and that in general this treatment lasts often several years. At best the 
literature on this topic is limited, and there are no large-scale studies to provide 
weight to the evidence from case studies. This lack of research does make it difficult 
to put forward psychodynamic therapy as the first treatment of choice.
Cognitive-Behavioural Therapy for OCD
In sharp contrast to Psychodynamic approaches there has been an increase in evidence 
supporting a cognitive behavioural approach to treating people with OCD. Using a 
combination of exposure, response prevention, and challenging thought content 
therapists have reported some impressive results (Salkovskis 1983 cited in Salkovskis 
and Kirk, 1997). The cognitive behavioural approach rejects the idea of a dynamic 
unconscious and also does not accept that a special relationship need exist between 
the therapist and client beyond that necessary for engagement. There are however, 
just as with psychodynamic therapies, several different variants. Rachman proposes a 
theory based on a fusion of thoughts and actions (Rachman, 1985). According to this
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theory the person suffering believes that having a thought of an action is morally 
equivalent to the actual behaviour. From this follow feelings of guilt and 
responsibility and attempts to suppress the anxiety-provoking thought. Others such 
as Salkovskis propose a theory based on inflated responsibility (Salkovskis and Kirk). 
Salkovskis argues that such intrusive thoughts are normal and experienced by 
everyone. However, people with OCD interpret the occurrence and content of these 
thoughts in a manner that leaves them feeling a sense of responsibility. This includes 
responsibility for acts of omission. Having had these intrusive thoughts the individual 
becomes more anxious and more sensitive to such thoughts and tries to suppress or 
neutralise them. Neutralising, which is an attempt to reduce the perceived 
responsibility actually can be covert actions or overt such as thoughts. Such 
neutralising results in increased and more salient cognitions (Salkovskis 1985, cited in 
Salkovskis and Kirk, 1997). There have been a number of studies that support the 
idea of intrusive thoughts in non-clinical populations (Wegner 1989, cited in 
Salkovskis and Kirk, 1997) and a heightened sense of responsibility in OCD clients 
(Roper and Rachman cited in Salkovskis and Kirk, 1997). Lam and Steketee (2001) 
describe a meta-analysis of studies including over 600 individuals which found 65- 
80% were improved in symptoms by behaviour therapy with 75% of these 
maintaining their gains. This is certainly much more persuasive evidence than the 
supporters of psychodynamic treatments are able to produce.
However there are some areas in which CBT has had less success. As the positive 
outcome data is better documented in this area so are the dropouts. Lam and Steketee 
(2001) critically describe a number of behavioural and CB treatment studies. One 
such study (Meyer, Levy and Schnurer, 1974 cited in Lam and Steketee, 2001) 
reported that 10/15 hospitalised patients were “much improved' by behaviour 
treatment. They do note that those who were only “moderately improved' did show a 
tendency to relapse. In another article Steketee and Lam looked at 17 studies and 
found that 6.3% refused treatments involving exposure or ritual prevention and 8.6 % 
dropped out. Steketee and Lam also quote other authors with findings of even higher 
dropout rates of between 20-30% (Foa, Grayson, Steketee, Doppelt, Turner and 
Latimer, 1983, cited in Lam and Steketee, 2001). Whilst these rates (with the 
exception of the last) aren’t high, they do indicate that for some people the
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behavioural aspects of CB treatment may be unacceptable and that there is a place for 
other types of treatment with such individuals. It is difficult to begin to predict who 
will not respond well to CBT. However, the authors do note that neither duration nor 
severity of OCD predicted outcome of treatment. On a theoretical note Salkovskis 
comments that when the feared event is in the distant future, such as being sent to 
hell, the thought content can be very difficult to challenge and this may cause 
problems for CBT (Salkovskis and Kirk, 1997). It is possible that a breakdown of this 
nature may provide help in identifying non-responders.
It would seem then that there is a wealth of literature examining CB approaches to 
treating people with OCD. Whilst there exist a number of people who drop out of 
treatment, do not respond, or are unable to even commence this treatment, the 
numbers do not appear to be high in comparison with the success rates. This is a 
well-researched area with relatively large numbers in sample sizes. Certainly this is 
very persuasive in terms of selecting an appropriate treatment.
What are the flaws in using the evidence?
Having examined the evidence for CBT and Psychodynamic therapies separately it 
would appear on pulling them together that there exists a substantial amount of 
evidence indicating CBT as treatment of choice and very little to support 
psychodynamic approaches. There are, however, some cautionary notes that should 
be sounded at this point. Firstly the scarcity of literature on psychodynamic therapies 
should be a worry in itself. The absence of studies comparing CBT and 
Psychodynamic treatments directly on matched populations of OCD patients means 
that there is insufficient information to compare them accurately. Secondly it should 
be noted as Tallis does, that most of the outcome measures are “to a greater or lesser 
extent, measures o f cognition” (Tallis, 1995, p65). This is problematic in that 
psychodynamic treatment does not directly target cognitions but the underlying 
conflicts in the unconscious. The measures seem, therefore, biased towards picking 
up changes made by a certain type of therapy -  CBT. It would be preferable then for
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a study to measure changes in cognitions but in a way that is not biased against other 
modes of treatment. It is problematic to evaluate two treatments when the methods of 
comparison are unequal. It is also worth noting that previous treatment history is 
rarely provided for individuals included in studies. Past experiences of a therapeutic 
relationship could have a significant impact on responses to a new treatment. This 
treatment history should include medication, which appears to be effective.
The Individual
Accepting the above cautions, there are two main, intertwined areas suggested from 
the literature of areas where CBT may be less successful. Firstly, OCD frequently 
occurs concurrently with another disorder and the implications of this comorbidity 
can be varied. Secondly, there are some individuals (as with any treatment) who 
either refuse to engage in CBT or drop out during the therapy. When either of these 
presentations occur CBT is less effective, and the introduction of another therapy may 
be appropriate. Whilst other issues such as different genders or cultures may also be 
important in response rates to treatment these are not examined here due to the 
scarcity of evidence (The meta-analysis conducted by Lam and Steketee covers 
several countries). Sometimes an attempt is made in the literature to distinguish 
“washers” from “checkers” but given that both theories in question are flexible 
enough to account for varied presentations of OCD this will not be examined here.
Comorbidity
It has been noted that in people with a comorbid psychiatric disorder, CBT has 
diminished success levels. Most noticeably it has been suggested that Schizotypal 
personality disorder and depression may influence response to treatment.
Seligman (1995, cited in McCarter, 1997) notes that, whilst CBT targets specific 
symptoms, clients often have more complex problems with distress arising from a 
number of factors. This may both cause and result from comorbid disorders.
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In terms of documented evidence this is perhaps best highlighted by looking at 
depression. In one such depression-based study (Barber and Muenz, 1996) it was 
found that those with obsessional personality faired better when given supportive- 
expressive dynamic therapy than cognitive therapy. Whilst this clearly refers to 
OCPD and not OCD there is a suggestion in this article that patients with internalising 
coping skills, such as people with OCD, do better with insight-orientated 
psychotherapy than Cognitive therapy. This uses depression as the focus but there is 
evidence to suggest that a large number of OCD patients also report depression 
(Rasmussen and Eisen, 1992). Foa (1979) also noted that patients who are severely 
depressed do not seem to habituate to feared situations. This would seriously impede 
any CBT work. Indeed Salkovskis cites a study in which it was found that levels of 
depression could predict failure of behavioural treatment (Abel, 1993 cited in 
Salkovskis and Kirk, 1997). It is also possible that the poor motivation associated 
with depression may lead to increased difficulty in engaging a patient in a more active 
therapy such as CBT and discouragement by the prospect of the high levels of anxiety 
involved in exposure and response prevention.
The presence of some personality disorders has also been identified as leading to 
reduced success of CBT. However, one recent study has refuted this evidence 
(Dreessen, Hoekstra and Amtz, 1997). In this, 52 patients commenced a 12-week 
CBT program. A follow-up at 6 months showed that “neither categorical, nor 
dimensional personality variables affected treatment outcome significantly' (p503).
Whilst this section has focused on comorbidity in CBT treatment this is partly due to 
lack of information from Psychodynamic approaches. Also as Psychodynamic 
treatment is less symptom focused, such an approach can address issues central to all 
the disorders present and not be limited by a stricter treatment program. Again there 
is no evidence to suggest that a psychodynamic approach would be of any greater or 
lesser help than a CB approach given the same circumstances. However, it can be 
seen that there are perhaps occasions when a client with comorbid depression could 
benefit from a different course of action to CBT.
13
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Treatment Resistance
There are also some individuals termed ‘treatment resistant’, as treatment seems 
unable to help. There are a number of reasons why a person may not complete 
treatment. Previous treatments, life events, type of treatment offered can all have an 
effect and clearly not all of these can be predicted. However one issue seems worth 
discussing in detail around this topic. Much of the theory of OCD, both 
psychodynamic and CB, surrounds the issues of responsibility and control. It can be 
argued that it may be very difficult for a person with these issues to give up illness 
behaviour. Both CBT and psychodynamic approaches could be seen as threatening 
depending on the client’s outlook. Perhaps CBT, a therapy that hands the control 
back to the client in some respects, acknowledging that they have the power to change 
their own symptoms could be viewed as more acceptable to one individual. Or, on 
the other hand, a therapy that allows the client to hold on to their symptoms whilst 
issues are explored in non-direct way may be less threatening to others. Perhaps what 
is more realistic is that, in clients who are holding on to their behaviours, for whatever 
reason, a more integrated approach may be needed and many therapists acknowledge 
using a more psychodynamic approach initially to engage the client and work through 
resistance issues. It may be here in the initial stages of therapy that psychodynamic 
approaches are particularly beneficial. Gabbard notes that psychodynamic 
psychotherapy could be particularly useful for treatment resistant patients (Gabbard,
1996). Resistances and reasons for maintaining the disorder could be explored first 
allowing to clear the way for the possibility of further treatment.
The Context
It is clearly not possible to define the state resources available at any one time. 
However, in a climate of increasing strain upon the NHS it is a fairly safe assumption 
that resources will be strained. Whilst CBT fares well in such a climate as it is 
usually quite short term therapy, this need not always be the case. There are some 
instances where perhaps a longer therapy investment may prevent hospital admission 
or indeed lapse in psychosis (Chessick, 2001).
14
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Another context, which derives directly from the previous sections, is that of research. 
Gaps have been shown in the research in this area and, with some existing support for 
psychodynamic therapies, it would not be unethical to consider opting for a 
psychodynamic treatment from a research point of view as part of a well designed 
study.
Conclusions
The preceding discussion highlights the discrepancy between the evidence base for 
CBT and psychodynamic treatments. It has also been noted that there are occasions 
in which CBT appears to be less effective. Certainly patients with comorbid 
depression are less likely to improve with CBT then those without. It has also been 
noted that some patients may find it difficult to engage in what can be seen as a 
therapy that offers high levels of anxiety and threatens their methods of coping. In 
such cases it may be more appropriate to begin with a more psychodynamic therapy in 
order to facilitate the way for a more symptom focused treatment such as CBT or 
medication. It may be that in order to engage a person and address reasons that they 
have a disorder, and its benefits, a psychodynamic approach would be more useful. 
Following such engagement a CBT approach would help these people overcome the 
debilitating symptoms that can affect their lives so drastically. Perhaps it is not a case 
of using either CBT or Psychodynamic therapy but how best to integrate these 
approaches taking the strengths from each to provide a treatment that can address an 
often deeply ingrained disorder.
Perhaps therefore the question should not be when one or other therapy is most 
appropriate but how to synthesise them in different parts and aspects of treatment -  
just as CBT and SSRIs are often used together. Kay describes the use of 
psychodynamic therapy as beneficial in just such a way: “...not so much from the 
standpoint o f extinguishing the symptoms o f OCD as from that of treating a patient 
who suffers from this disorder.” (Kay, 1996, p519). This leads to the question of how 
compatible these therapies are and perhaps the answer is “more than we think”. There 
is a suggestion that a CB formulation of OCD draws on aspects o f psychoanalytic 
theory. The idea that some thoughts are dangerous and unacceptable occurs in both
15
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theories (McFall and Wollersheim, 1979). The cognitive behavioural account also 
includes the psychoanalytic idea of extended personal control and responsibility. 
Both theories suggest that anxiety is caused by attempts to suppress unwanted 
thoughts whether consciously or not. Another suggestion is that there is a certain 
amount of exposure therapy involved in a psychoanalytic relationship (Kay, 1996). 
The suggestion is that by allowing the patient enough time to develop a meaningful 
relationship with the therapist it permits the patient to re-experience previous painful 
experiences and perceive alternative outcomes. “Corrective emotional experience is 
an object-relational variant o f exposure in vivo” (Gabbard, 1996). With such 
overlaps between the two treatments there is plenty of potential for integration on 
some level with psychologists in the ideal position to conduct and give consistency 
across treatment models.
Such an interesting development would of course have to be proceeded by research to 
fill the current gaps in the literature. Studies directly comparing these treatments, 
using neutral outcome measures, and with a substantial follow-up period need to be 
conducted. Further investigation is needed on issues of comorbidity, the effects of 
culture and also the effect of the content of obsessions. Clearly such a research 
commitment requires substantial funding and in the era of CBT it may be difficult to 
find financial support for a psychodynamic therapy. In the meantime, decisions 
continue to be made regarding the most appropriate treatments for people suffering 
from OCD. It has been put forward here that those decisions should still consider the 
benefits of psychodynamic therapies especially where the presenting problems are 
complex and multi-faceted. Sometimes a greater time and budget commitment may 
be of more benefit in the long term treatment for an individual and help prevent the 
“revolving door” syndrome that so many psychologists see.
16
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Introduction
Current statistics indicate that 2% of the UK population have a learning disability -  
the majority of these are mild. (Mental Health Foundation, 1993; in Thompson, 
1999). However, due to increased life expectancy of people with learning disabilities, 
this is a population that is posing increasing concerns. As health care in general 
improves and more is understood about different types of learning disability, people 
who fall into this category have a significantly higher life expectancy. This is 
particularly true of people with Down ’s syndrome. Consequently people with 
learning disabilities are experiencing higher rates of age related decline and illness, 
such as dementia. This growing problem is one for which services seem ill prepared.
This area has developed considerably over the past 10 years as research and 
awareness in general increases. This essay will examine the most recent 
developments in research, recommendations, and practice in the inter-linked fields of 
assessment and treatment for dementia in people with learning disabilities. There is a 
wide range of findings from studies in this field. This variability stems partially from 
inconsistent use of criteria and samples. Therefore, this essay will clearly define the 
population being studied and specify the diagnostic criteria that should be used for 
assessment. There exist a number of difficulties that are particular to this group. 
Researchers have, therefore, had to use a variety of strategies to try and assess these 
diagnostic criteria. These problems will be examined in detail. Both these difficulties 
and the diagnostic criteria will then be used as a standard against which current 
research and practises can be evaluated. It will be suggested that current assessment 
techniques exist which are adequate but further research is needed and current practise 
could utilise these assessments more effectively.
Following this current treatment practises will be examined. As dementia is, 
ultimately a terminal illness, there are no successful treatments. However, there is 
potential to improve treatment of other conditions, and develop care management 
strategies and policies. It will be suggested that current practise is again, not ideal.
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However there is an increasing awareness of methods to improve the care 
management of people with a learning disability and dementia. These issues will be 
considered and the direction of future research suggested.
ASSESSMENT 
Learning Disabilities
A learning disability is defined by significantly below average intellectual functioning 
(IQ <70) with significant impairment in adaptive or social functioning (self-care, 
communication, social and interpersonal skills). The age of onset must be before 18 
years old and must not be due to an acquired injury or as the result of a psychiatric 
illness (American Psychiatric Association, 1994). Learning disabilities can be further 
classified according to the severity of impairment. Both the ICD-10 (World Health 
Organisation, 1992) and the DSM-IV (American Psychiatric Association, 1994), use 
the terms mild, moderate, severe and profound, but the IQ ranges corresponding to 
these do not match exactly (American Psychiatric Association, 1994).
Dementia
In the general population dementia prevalence estimates range between 1.3%- 6.2% 
for moderate to severe dementia (Stokes and Holden, 1993 in Thompson, 1999). 
Studies on populations with learning disabilities have found similar overall rates 
(Janicki and Dalton, 2000). The distribution of different types o f dementia, 
Alzheimer’s disease, Multi-Infarct dementia, and others also seem to have similar 
distributions in the learning disabled population and in the general population (Janicki 
and Dalton, 1993 in Burt and Aylward, 1998). For example, Alzheimer’s disease 
accounts for around 50% of all cases of dementia in people over 65 years old whether 
Learning Disabled or not (American Psychiatric Association, 1997; in Janicki and 
Dalton, 1999).
There is one well-documented exception to this. People with Down’s Syndrome (DS) 
have been shown to have a significantly higher rate of Dementia of the Alzheimer’s 
Type (DAT) than the general population, or other people with learning disabilities 
(Devenny, Silverman, Hill, Jenkins, Sersen and Wisniewski, 1996; Cooper and
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Prasher, 1998; Thompson, 1999; Holland, Hon, Huppert and Stevens, 2000). Post 
mortem studies (Mann; 1988; in Deb and Braganza, 1999) linked Alzheimer’s 
Disease (AD) to DS, finding that all people with Down’s Syndrome had 
neuropathology associated with Alzheimer’s Disease. Rates of actual clinical 
presentation of Alzheimer’s disease have been estimated to vary in this population 
with prevalence rates as high as 88% in some studies and as low as 4% in others 
(Devenny et al 1996; Evenhuis, 1990 in Temple, Jozsvai, Konstantareas and Hewitt,
2001). This discrepancy between the clinical presentation and the neuropathology of 
AD, and the relationship between DS and DAT continue to be investigated, with 
sample selection, diagnostic criteria and sensitivity and reliability of assessment tools 
all possibly contributing to the variance in findings. What is clear is that people with 
DS are a population at risk, and this has raised debates regarding the need for priority 
screening.
Diagnostic Criteria
Studies have used a variety of diagnostic criteria, DSM-IV, ICD-10 and others. The 
American Association of Mental Retardation/ International Association for the 
Scientific Study of Intellectual Disability (AAMR/ LASSID, Aylward, Burt, Thorpe, 
Lai, & Dalton, 1997) formed a Working Group to consider the problems associated 
with dementia in people with learning disabilities. They proposed using the ICD-10 
criteria for the diagnosis of dementia. Following this recommendation, the ICD-10 
criteria will be used here (although it should be noted that neither the ICD-10 nor the 
DSM-IV have criteria specifically for the learning disabled populations.)
These criteria require: a decline in memory, a decline in other cognitive abilities, a 
decline in emotional control, motivation or a change in social behaviour, a continued 
awareness of the environment and duration of at least six months. In clinical terms 
these may mean that a person cannot remember names, or forgets what they have 
done with objects, they may lose their way even in familiar environments, may lack 
spontaneity and may have changes in their levels of initiation and aggression. To 
diagnose Alzheimer’s disease using these criteria there must also be a gradual onset, 
continuing cognitive decline and other causes of dementia must be ruled out. Any
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assessments of cognitive decline must be sensitive enough to identify deterioration in 
people who often achieve floor levels on assessments used for the general population.
Progression of Dementia
Dementia’s such as Multi-Infarct Dementia progresses in stages that can be 
unpredictable, and vary form individual to individual. However, although it has been 
shown that AD progresses faster in people with DS than in people with other learning 
disabilities (Janicki and Dalton, 1999), the course of DAT is to some extent 
predictable and can be divided into three stages. The first of these is characterised by 
subjective forgetfulness and possibly accompanying anxiety. The second stage shows 
severe memory loss for recent events, poor concentration and impaired orientation. 
Severe disorientation, anxiety and an overall lack of purpose mark the final stage. 
This will gradually lead to total dependence on caregivers and a greater vulnerability 
to infections such as pneumonia. Dementia may be difficult to distinguish from the 
normal effects of ageing in the first stage. This is particularly true of people with 
learning disabilities as any deficit may be attributed to their underlying cognitive 
impairment.
Difficulties assessing people with learning difficulties
Assessing people with learning disabilities for dementia is particularly difficult for a 
number of reasons. It is important to establish these obstacles in order to review 
critically the current status of assessment.
Language and Behaviours
When clients have limited language abilities, making assessments o f cognitive and 
memory decline can be problematic. If receptive language is poor then understanding 
of the assessment task may be impaired. Where language production is poor then 
clients will often be unable to verbalise responses.
As clients with limited language often communicate through alternative behaviours 
these become an important insight into their cognitive functioning. However, due to 
the high numbers of “challenging behaviours” in people with learning disabilities, any 
behaviours which are manifestations of the symptoms of dementia may take longer to
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be recognised as atypical of an individual and reflective of cognitive decline (Burt, 
1998). These difficulties make it particularly important to establish a baseline level of 
functioning for each individual before assessing for dementia.
Physical Problems
It has been well documented that people with Learning disabilities are more prone to 
physical difficulties than the general population (Holland, 1998; Sims, 2002). For 
example, people with Down’s Syndrome are particularly prone to thyroid problems 
and sensory impairments which may mimic DAT (Holland, 1998). There is also some 
evidence to suggest very high levels of co-morbidity of psychiatric illnesses such as 
depression (Evenhuis, 1997). It has been shown that depression, hypothyroidism, and 
hearing impairments can all mimic the symptoms of dementia (Kendall, Rinck and 
Wright, 1998). These can be treatable and consequently reversible (Thompson, 1999) 
and should be ruled out early on in the diagnosis process. However in clients who 
have communication difficulties these are often not identified.
This essay will focus on those types of dementia which are irreversible and 
consequently will not consider reversible dementias except in their impact on 
assessment and treatment of other dementias.
Staff/ carers
A person with a learning disability has, by definition, below average cognitive skills. 
Where a client performs few activities that require higher cognitive functioning, 
recognising that there is a decline may take longer. Recognition may only occur as 
daily living activities become affected. This can be compounded, as some clients are 
unable to report their own symptoms and histories. Consequently it may take longer 
for staff to become aware of problems -  again sometimes only when daily living skills 
deteriorate as the dementia progresses. Additionally, staff and families caring for 
people with learning disabilities may have very little experience of dementia 
(Whitehouse and Chamberlain, 2000). Consequently they may have little 
information available to them to and slow to recognise symptoms of dementia.
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When language is minimal, assessments rely heavily on informant reports which are 
subject to bias and distortion (Reiss, 1990 in Burt, 1998). This can be particularly 
difficult as many homes have high staff turnover levels. This can mean that clients 
may not be monitored by one person for long enough to recognise deterioration. It 
can also mean that information given in assessments is sparse and liable to 
inaccuracies.
Ideal Assessment
The AAMR/ LASSID has set out a series of practise guidelines for the diagnosis and 
care management of adults with intellectual disability and dementia (Janicki, Heller, 
Seltzer and Hogg, 1996; Burt and Aylward, 2000). The working group highlighted the 
variability in assessment standards in research. They recommended the use of 
standardised instruments for assessments, and highlighted the need for longitudinal 
research into these instruments: “The widespread use o f a common battery will 
enhance communication and collaborative opportunities among researchers and 
clinicians at various sites, and will help to standardize diagnostic protocols and 
research findings, (p. 175) ” (Burt and Aylward, 2000).
The group recommended that assessments should include baseline evaluations. These 
should be conducted in at risk populations (particularly those with DS) by the age of 
25 years old, 30 at the latest. To ensure a standard level of assessment an experienced 
psychologist should conduct these baseline evaluations. As part of the baseline and 
ongoing assessment, daily levels of functioning and achievements need to be well 
documented. (This is especially true for more impaired people as it will help 
overcome the variability in an individual’s level of achievements.) This information 
should include records of non-routine tasks requiring judgement, planning and 
organisation to measure levels of abstract reasoning and measures o f motor abilities 
through more routine tasks. Due to variability of levels of functioning an impairment 
of six months duration should be treated with caution when considering a diagnosis. 
All referrals should be screened for visual or hearing impairments as well as 
depression and thyroid disorders (Burt and Aylward, 1998).
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Current Status of Assessments
The widely ranging estimates of prevalence rates mentioned earlier reflect, in part, the 
different diagnostic criteria, assessment tools and exclusion criteria employed in 
research studies. As recommended by the AAMR/ LASSID, a single battery would 
eradicate some of these problems and allow a more accurate understanding of the 
needs of the population as a whole, as well as individuals’ needs. Current status of 
assessment will be discussed here under two broad heading: Cognition and Language, 
and; Changes in Behaviour, motivation and social skills.
Measuring decline in Memory and Cognition
Assessments in these areas combine direct client testing with informant interviews. 
Direct assessment is important for accurate baseline measures. Direct assessment 
should use both verbal and non-verbal tests, recall and recognition in memory tasks 
and also training items where applicable to ensure best possible performance (Oliver, 
Crayton, Holland, Hall and Bradbury, 1998).
One longitudinal study spanning over four years (Oliver, Crayton et al., 1998) used a 
comprehensive battery of tests. These tests covered all the ICD-10 criteria and used 
tests designed for use on a learning disabled population wherever possible. However, 
the study used a small sample (n=57) who all had DS and consequently cannot be 
extrapolated to the learning disabled population as a whole. In order to prevent floor 
effects they excluded subjects with severe cognitive impairment. The authors found 
high correlations between the Vineland Adaptive Behaviour Scale (measuring living 
skills to assess cognitive functioning) and the Peabody Picture Vocabulary Scale 
(measuring cognition through receptive vocabulary) and tests of orientation and 
memory which are used to evaluate the early neuropsychological signs o f dementia. 
This provides favourable evidence for the ability of these tests to identify dementia- 
associated decline.
A modified version of the Cambridge Examination for Mental Disorders of the 
Elderly (CAMDEX) has been used in some studies (Holland, Hon et al., 2000). This 
includes informant interview searches for possible decline in areas of functioning that
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would be affected by dementia such as personality, memory, general mental 
functioning and self-care skills. It can also identify physical changes such as sleep 
patterns and can be used for both baseline and consequent measurements. Although 
this tool has face validity it would benefit from a more systematic assessment o f its 
reliability and validity. It does perhaps seem to be more over inclusive than the ICD- 
10 criteria, identifying two more people with dementia.
A study focusing on the cognitive and orientation components of the CAMDEX, the 
CAMCOG, conducted some further analysis and found that it compared favourably 
with the MMSE (Hon, Huppert, Holland and Watson, 1999). They found that, in an 
unselected population, people with DS were able to score above floor level in all but 
two subscales, indicating that it has considerable potential in this client group. The 
clients who were at floor level were those with sensory impairments, advanced 
dementia or pre-existing severe or profound learning disabilities. This assessment 
was able to pick up deterioration with age, suggesting that it is a sensitive measure 
that could be used as part of a battery assessment. They did however, note that some 
minor adjustments should be made to reduce the floor effects. This finding indicates 
that the CAMCOG is useful for people with all severity of learning disability.
The Dementia Questionnaire for Mentally Retarded Adults (DMR; Evenhuis et al 
1990 in Cooper & Prasher, 1998) is one questionnaire that has had even further 
statistical validation. It is comprised of eight subscales covering long- and short-term 
memory, mood, activity levels, behavioural disturbance, spatial and temporal 
orientation, speech, interest and practical skills which can be summarised into 
cognitive and social components. The advantage of this scale is that it can be adjusted 
to have different cut off points for people with mild, moderate or severe levels of 
learning disability for single assessment use. While this is useful where a baseline is 
not possible, it can only be used to give an indication of possible dementia and should 
not be used for a diagnosis. The DMR was found to have high specificity and 
sensitivity (0.92 level for both categories, (Deb and Braganza, 1999). It has also been 
shown to differentiate between people with DS and other learning disabilities 
(Thompson, 1999) supporting its high sensitivity.
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Measuring Behavioural. Social and Motivational Changes
Studies rely heavily on interviews for assessment of these changes (Prasher and Filer, 
1995). When interviews are used these should follow a precise format such as the 
Dementia scale for Downs Syndrome (DSDS; Gedye, 1995 in Temple,Jozsvai et al., 
2001). This measure, although specifically for people with DS, is useful in 
distinguishing between behaviours that are typical of an individual and those which 
could be the result of a dementia. This has been shown to have high specificity and 
sensitivity (0.89 specificity, 0.85 sensitivity, (Deb and Braganza, 1999).
Other semi-structured interviews such as the Disability Assessment Schedule (Holmes 
et al. 1982 in Cooper, 1997), the DMR and the CAMDEX include subscales relating 
to problem behaviour and feature in the recommendations of the AAMR/ LASSID but 
have had little statistical investigation to support their use.
This is an area that would particularly benefit from formalised recording of behaviour. 
This could avert retrospective assessment and reduce influence of staff biases. Direct 
observations by assessors would be beneficial, however, given limited resources it is 
more likely that care staff will continue to provide information
Exclusion criteria and sample selection
Almost all studies reviewed here have taken into consideration the need to control for 
other possible causes of dementia. It is becoming routine practise to check 
participants in each study for hearing and vision impairments and thyroid problems at 
the least (Temple, Jozsvai et al., 2001) (Deb and Braganza, 1999). Such procedures 
are essential in preventing misdiagnosis. However, it is important to not exclude the 
possibility of a dementia because someone also has a recently acquired hearing 
impairment.
Whilst studies are increasingly controlling for physical problems in screening, there 
are still few studies that include all degrees of learning disability. Many studies 
exclude people with severe learning disabilities due to the difficulty in floor effects, 
and establishing baseline functioning (Crayton, Oliver, Holland, Bradbury and Hall,
1998). This is not true of all studies (Cooper, 1997; Prasher, 1997; Cooper and
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Prasher, 1998; Temple, Jozsvai et al., 2001). However, often researchers have to 
adapt the scales used and, unless this becomes uniform practise, this make 
extrapolating information and comparison with other findings difficult. Further 
statistical analysis o f the impact of these modifications could help make the results 
more generalisable as it is important to be able to assess people with all levels of 
learning disability for dementia.
Further Research
Whilst many studies have focused on people with DS and their presentation of 
dementia, few have made comparisons between dementia presentation in people with 
DS and people with other Learning disabilities. One study which did examine this 
area (Cooper and Prasher, 1998) used the DAS and the DMR. This study found that 
the presentation of dementia differed between these two groups. Individuals with DS 
had a higher prevalence of low mood, restlessness, disturbed sleep, auditory 
hallucination and uncooperativeness. People with other learning disabilities had a 
higher prevalence of aggression. Whilst this is useful in distinguishing between these 
two aetiologies of learning disabilities the division is still quite gross due to the small 
numbers involved in the study. It would be useful to examine different causes of 
learning disabilities to establish any other differences in presentation that may aid 
making assessments more focused.
More longitudinal research is needed to examine batteries o f tests as well as 
individual assessments. This research should focus on ways of including people with 
severe or profound learning disabilities in the studies. Further research should 
continue to examine the statistical properties of tests such as their reliability and 
validity and make comparisons between the assessments available in order to inform 
selection for a comprehensive battery of tests.
Treatment
Treatment relies on accurate assessment. Whilst this is improving, given all the above 
problems it is likely that, in practise, diagnosis is still poor. This naturally impacts on
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treatment. However, with this caveat in mind, there are three main areas to consider 
in treatment: firstly, direct treatment of dementia; secondly, care management; and 
finally, general policy changes. Given that dementia, as considered in this essay is, 
eventually a terminal illness, there is no single treatment that can provide a solution. 
To some extent this accounts for the scarcity of literature on the topic. The treatments 
that are available offer a means of managing symptoms for the individual and their 
carers, reducing levels of distress, as much as is possible, and careful planning to help 
manage the illness.
Direct Treatment
Whilst there are some drug treatments available that are recommended by the 
National Institute for Clinical Excellence (NICE) these are recommended only for 
mild to moderate AD (donepezil, rivastigmine, and galantamine). They also rely 
scoring above twelve points on a mini mental state examination (MMSE). As Deb 
and Braganze noted in their comparison of rating scales for the diagnosis of dementia 
(Deb and Braganza, 1999) the MMSE cannot be used reliably in people with Learning 
disabilities. This means that the drug guidance provided by NICE is not directly 
applicable to this group. Arshad et al. (Arshas, Sridharan and Brown, 2001) point out 
that this could lead to people with learning disabilities being excluded from beneficial 
treatment. There is some evidence to suggest that in people with Multi-Infarct 
Dementia treatment of vascular disease and hypotension can halt the progression of 
deterioration (American Psychiatric Association; 1997 in Janicki and Dalton, 1999). 
Both in order to facilitate prescription of existing drugs and in light o f ongoing trials 
for a vaccine for Alzheimer’s disease (Mental Health Foundation, 2002), drug 
recommendations should be clarified.
There is also a role for the use of pharmaceutical therapy in the treatment and 
management of other illnesses such as depression that often occur alongside dementia. 
Similarly, extra care should be taken in people with dementia to manage other 
physical problems, such as hearing impairments, or hypothyroidism, which could 
exacerbate existing difficulties.
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Other treatments have been suggested in the general population to help clients manage 
their symptoms and these services should be translated to learning disability services. 
Speech and language therapy can be used to improve communication during the early 
and middle stages of dementia. Speech and Language Therapists and Clinical 
Psychologists can provide advice regarding the maximising existing communication 
abilities, and strategies to use environmental cues and alternative forms of 
communication, such as Makaton, to minimise the disruption caused by language 
deterioration. Such professionals can also help educate family carers regarding 
communication and the impact of dementia in general. (Mental Health Foundation,
2002)
Care Management
Support for carers and staff
Care management of people with learning disabilities and dementia often puts great 
strain on the resources of homes. Due to the previous lower life expectancy of people 
with learning disabilities, institutions were not prepared to accommodate decline. 
Homes for people with learning disabilities in general have little experience in normal 
ageing or dementia and are orientated towards clients whose abilities remain static or 
even improve slightly (Janicki and Dalton, 1999). This can lead to frustrations for 
staff as they try to cope with the new demands and pressure on resources. It may even 
lead to further decline in individuals (Janicki and Dalton, 1998). Janicki and Dalton 
(Janicki and Dalton, 1999) stress the need to encourage and maintain existing 
supports, and to help families and carers with this. Some guidelines for staff, 
including suggestions to help with each element of impairment associated with 
dementia, have been set out (Newroth and Newroth, 1981 in Janicki & Dalton, 1999).
There is a clear need for increased education for staff and carers and further 
promotion of existing resources. These should focus on recognising the symptoms of 
dementia, in the progression of the disease, and care management strategies to help 
manage the physical and mental symptoms. This education should also help staff and 
carers to cope with their own stress and distress. There is also a need to educate
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residents living with people with dementia, as this can be extremely distressing and 
confusing for them to witness.
Environmental Modifications
Dementia leads to disorientation and confusion in its sufferer. A number of 
environmental modifications have been suggested that can help minimise the 
confusion that can arise from a once familiar setting. Distorted depth perception is 
common is a common source of distress and confusion for people with dementia. 
One implication is that changes in flooring colouring can become very disorientating 
and appear to be a change in depth. Similarly as a client’s memory deteriorates, 
recent visual memory of themselves can also fade. This means that mirrors and 
reflective surfaces become very disturbing and frightening. Colour coding toilet 
doors can help provide a visual cue to facilitate continence and circular paths or gates 
can help prevent a client becoming lost if  they wander. Providing a ground floor 
bedroom and bathroom is essential. As stability and mobility decrease and a client is 
at heightened risk of falling and injuring themselves. Whilst these changes are quite 
small, individually, they can amount to substantial alterations to a home in a client is 
to age in place. Many homes need support in recognising the changes that are 
necessary and, on a more practical level, may need additional funding to implement 
them, preferably in advance of necessity.
Given the magnitude of the task of refurbishing a home, often for only a few clients, it 
is understandable that many carers and staff question whether or not to allow a person 
to age in place or to move them to a nursing home. Transferring a client into main 
stream adult services is often difficult. As staff are often unfamiliar with people with 
learning disabilities they may be overly restrictive, or provide inappropriate care 
which can hasten decline (Janicki and Dalton, 1998). Given the memory difficulties 
associated with dementia, any change of environment is extremely confusing for an 
individual and again could worsen their presentation. It has been estimated that over 
95% of people with a learning disability and dementia are treated within learning 
disability services (Cooper, 1997)
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Policies
One American study found that few states have policies in place regarding the care of 
people with learning disabilities and dementia (Janicki and Dalton, 1998) and it is 
likely that the same is true of Britain. Clear policies are necessary to provide 
guidance for professionals and families. These policies should include strategies for 
liaison with older adult services in order to maximise the information and expertise 
available for clients who do age in place. There are very few specialist homes for 
people with learning disabilities and dementia and these are a necessary resource that 
needs further funding. Local trusts need to have clear policies around ageing in place 
or moving to residential care and guidelines for liaising with older adult services.
Widely disseminated public education policies could facilitate early recognition of 
symptoms, help reduce distress and maximise the quality of care received by people 
with dementia. Carefully thought out policies drawing on principles such as 
normalisation and recent government policies (Department_of_Health, 2001) could 
provide guidelines and suggestions for carers to consider. However this should not 
prevent considering each person on an individual basis.
CONCLUSIONS
Whilst the treatment and particularly assessment of people with learning disabilities 
and dementia has progressed considerable over recent years, there is still a way to go 
before the current status is acceptable. There is a need for greater education, more 
stringent and uniform assessment and more pro-active rather than reactive change in 
both treatment and baseline assessments.
There is clearly an important role for clinical psychologists in all areas of 
development in this field. It has been recommended that highly trained professionals, 
such as clinical psychologists with an expertise in the area should, carry out 
assessments. Further research into and development of existing assessment tools 
should be conducted to ensure that accurate prevalence information is available for 
planning of future services. This should include tests of the reliability and validity of
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tests used and development of more accurate assessment strategies for individuals 
with severe or profound learning disabilities. Such research should continue the work 
comparing existing tools in order to inform the construction of a widely available 
assessment battery. More accurate assessment will also provide more information on 
the course of dementia in this population and allow for more informed decisions 
regarding care approaches and allocation of resources. More information on the 
progression of dementia will enable staff to anticipate and prepare for likely 
problems.
Despite recommendations it appears that levels of education are still limited in carers 
(both professional and personal) regarding dementia in the learning disabled 
population. This is a problem that will continue to worsen as the population continues 
to age and it is crucial to be prepared for this rather. There are strategies, which if  
implemented early enough, can considerably reduce the distress caused by suffering 
from, and caring for, someone with dementia. However, to be of maximum benefit 
these strategies need to be implemented early on in the course of the disease and this 
relies on early detection.
As well as a need for further research into assessment tools and methods there is a 
need to formally research care practises in order to come up with guidelines for best 
practise which could inform carers and staff and inform care management guidelines 
for individuals. This research could include information on the impact of transition 
between homes and indeed information on the most helpful environments and types of 
staff support.
In a practical sense this has many implications for clinical psychologists and others. 
Extra funding and staff resources will be required for these developments and 
research. The additional requirements regular baseline assessments will have a 
significant impact on the workload of professionals. However as the needs of this 
population change with increased life expectancy a more proactive approach appears 
to be the only way to make adequate provisions for the future and avoid reaching a 
crisis situation. Part of this proactive approach must centre on refining existing
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assessment tools and establishing best practises and policies for assessment and 
treatment.
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Introduction
In the era of evidence-based practice all interventions should be under scrutiny with 
regards to their effectiveness and efficacy. In mental health the increase in the 
numbers of psychiatric disorders in children (Carr, 2000) makes it particularly 
important to intervene early. Fonagy states “Infancy is viewed by many as an optimal 
time to intervene to prevent later Mental Health problems” (p409) (Fonagy, Target, 
Cottrell, Phillips, & Kurtz, 2000). This is firstly due to the stability of behavioural 
problems over time (Campbell, 1995 in Bryant, Vizzard, Willoughby, & Kupersmidt,
1999)(Kazdin, 1987 in: Strain & Timm, 2001). A second reason for the importance 
of effective early intervention is the likely consequences if such problems are left to 
develop into more serious difficulties. Early aggressive behaviour is likely to 
continue, and adolescents with aggressive behaviour are more likely to drop out of 
school, be arrested, abuse drugs and alcohol, and die young (Lipsey & Derzon, 1998 
in Strain & Timm, 2001) (Maselli, Brown, & Veaco, 1978). Strain summarises: 
“There is perhaps no other group of individuals for whom the developmental course is 
so certain and negative if  they are not treated or are poorly treated'" (p297, Strain & 
Timm, 2001). With heavy funding and high importance attached to this area the 
evaluation of intervention is crucial for future financial and clinical investment. 
However despite many promising interventions it will be shown that the current status 
of research into this area is far from ideal.
Early Intervention
“Early Intervention” can refer to several different types of intervention. It can mean 
either early in life, or prior to the problem reaching a clinical level. Interventions later 
in life are likely to need considerably more resources over a longer period of time to 
achieve the same results (Woods, 2000). Gorden (Gorden, 1983 in: Fonagy et al.,
2000) classify the different strategies to early intervention as universal, selected and 
indicated interventions. A universal strategy is one that attempts to provide a program 
to a whole population. A selected strategy targets identified risk groups. Whilst an 
indicated strategy works with those already showing signs of problems. Both
43
Child and Family Essay
universal and selected strategies run the risk of providing services to those who do not 
need them, whilst indicated strategies risk waiting too long to intervene.
Early intervention programs work with a range of clients. Working with a range of 
populations it is perhaps not surprising that different projects are implemented by a 
variety professionals, whether in isolation, or as part of a multi-disciplinary team. 
This variety within programs, and within the methodology of the studies themselves, 
makes it very difficult to evaluate overall effectiveness as the definition of early 
intervention used, and the type of service provided will affect the expected outcome. 
To limit some of these variables this essay will focus on interventions early in life, 
specifically interventions including children under the age of seven.
Behavioural Problems
Early intervention is often used for behavioural problems as it is hypothesised that 
younger children will have less ingrained behaviours and will be more responsive to 
rewards and imposition of limits than older and physically larger children (McNeil, 
Capage, Bahl, & Blanc, 1999). However, the term “Behavioural problems” can also 
have many interpretations. Generally a behaviour problem could refer to: excessive 
inattention, non-compliant behaviour, aggressive or disruptive behaviour, or any 
behaviour that is developmentally inappropriate. A behavioural problem can be a 
symptom, a response, or a consequence of an underlying disorder in its own right 
(such as Attention Deficit Hyperactivity Disorder (ADHD) or Oppositional Defiant 
Disorder (ODD)). Such diagnosed disorders are often complicated by high levels of 
comorbidity (Carr, 1999). This essay will consider interventions for all behavioural 
problems not just those aimed specifically at children with ADHD or ODD. Children 
with developmental difficulties will not be discussed here, as this group can be 
considered to have extra needs and may respond to very different interventions. 
Pharmaceutical interventions will not be discussed either, as the issues involved in 
their evaluation are very different.
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Effectiveness
Theory behind an early intervention suggests that there will be benefits later in life, 
which means, in fiscal terms, benefits for later services. From a clinical perspective 
outcome can be measured in a number of ways not just by reduction of behavioural 
problems in later life. Parent or teacher reports, observations and formal measures 
have all been used as well as measures of satisfaction. Interventions may not show 
significant reduction of behavioural problems in the referred child, but may improve 
parenting skills such that younger siblings show fewer difficulties. Alternatively, 
referral problems may remain in the target child, but comorbidity may be reduced. 
Children may respond differentially to programs as a result of differences in their 
cultural or ethnic backgrounds, or gender differences. These variations need to be 
examined and taken into consideration when reviewing effectiveness.
With so many variations between studies it is clearest to evaluate the research in terms 
of child, parent, child-parent and teacher based interventions (Bryant et al., 1999). 
Within these it is important to consider the specific interventions used, the theoretical 
background and the methodology, especially the follow-up period. Finally it is 
important to consider groups that have not been researched and the implications of 
this.
Parent Interventions
There is much evidence from theory and risk factors to suggest that parent behaviour 
and parenting style play an important role in child behaviour. Bryant et al (Bryant et 
al., 1999) cite a number of papers that have found that aggressive children are “more 
likely to have insecure attachments to their primary caregivers". Other research 
indicates that the quality of parenting can have an impact on later behavioural 
problems. In particular levels of mothers’ sensitivity, conflictual and negative 
parenting styles and the quality of attachment have all been indicated as important 
risk factors for behavioural difficulties (NICHD Early Child Care Research Network,
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1998, Reiss et al 1995 both in Fonagy et al., 2000: Bowlby in Berlin & Cassidy, 2001; 
Fonagy et al., 2000). Blackman states “The parent’s behaviours toward the child... 
directly affect the child’s behaviours and ultimately, the security o f the child’s 
attachment to the parenf (p67, Blackman, 2002). Parenting-training programs have 
stemmed from this theoretical background and it is hypothesised that intervening in 
parental behaviour can alter the attachment relationship and other learned child 
behaviours. There is much evidence suggesting that parent training in behavioural 
strategies is successful, and most programs use at least some behavioural aspects. 
These have been more recently adapted to included Cognitive-Behavioural aspects.
Indicated Strategies
Examining the more behavioural-based interventions, studies of parents referred for 
child problem behaviour have tended to use quite rigorous study designs, often 
involving a control group. Sheeber (1994 in Bryant et al., 1999) ran a study using 40 
families of children between the ages of 3-5 with “difficult temperaments". The 
children were either assigned to a waiting list or participated in a group consisting of 
eight weekly behavioural sessions. Whilst the follow-up was only 8 weeks there were 
significant differences in the mothers’ rating of the child’s behaviour. There were 
also significant difference in parent behaviours and family functioning. Interestingly 
though, fathers’ perceptions of the behaviour had not changed. These subjective 
differences in behaviour highlight the difficulties in relying on reports rather than 
objective measures and suggest less reliable findings in this study.
Webster-Stratton has run a number of different parent training groups and has added 
much to the quality of research examining different types of early intervention 
(Webster-Stratton 1988, 1990, 1992 in Carr, 1999). Looking at children with conduct 
disorders she has used relatively large numbers in her trials and included control 
groups. The program used videos to model behavioural interventions over 10 
sessions. She found that the using videos alongside groups, or individual 
consultations led to an improvement in both observed and parent ratings of the child’s 
behaviour compared to controls. Interventions were less successful if  the video was 
the sole component. This study used a relatively long follow-up period and found that 
those who used the video and the group had maintained their progress at one and three
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year follow-up for both parent and researcher ratings of child problems. There was 
little difference between the programs using group-administered or individually- 
administered video suggesting that the group treatment should be used as it is more 
cost effective. The videos are highly Americanised, however and it is possible that 
this program may need to be altered for other cultures -  research has yet to be 
conducted to examine this.
The previous two studies have focused on children with behavioural difficulties; 
however for Children with a diagnosis of ADHD there have been more mixed 
findings. One study of children with ADHD between the ages of 3-5 showed 
improvements following a parent-training program. Pisterman (Pisterman, 1992, in 
Carr, 2000) directly measured both child and parental behaviour to evaluate a 12- 
week program. This program trained parents in the use of behavioural techniques. At 
3-month follow-up they found significant improvements on compliance rates and 
parent-child interactions in 65% of participants, and parent management skills had 
been maintained. However similar studies of pre-schoolers with ADHD have found 
more conflictual and less clear cut results (Strayhom and Weidman, 1989, 1991 in 
McGoey, Eckert, & Dupaul, 2002). These studies relied on teacher and parent reports 
rather than direct observations of the target behaviour, which could account for some 
of the difference. Alternatively the longer follow-up period of a year in the Strayhom 
study could reflect the more chronic nature of ADHD meaning that the successes of 
behavioural interventions are more short-lived with the more complex difficulties. It 
is possible that the 35% who did not improve in the Pisterman study represented the 
more severe behavioural difficulties and further research would be needed to clarify 
this.
Universal and Selected Strategies
Programs for the population as a whole, and those with at risk groups, have also 
shown some positive findings. Durlak and Wells conducted a meta-analysis of 
controlled studies (Durlak and Wells, 1997 in: Fonagy et al., 2000) and report that 
transition programs for first time mothers are among the most successful interventions 
for behavioural problems with an effect size of 0.87. These programs offer mainly 
reassurance and support as well as some practical child-rearing support suggesting
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that reducing parental stress may help prevent the development of difficulties. Other 
researchers have found that home visitation services for first time mothers can lead to 
sibling benefits for up to 10 years follow-up (Seitz & Apfel, 1994 in Fonagy et al.,
2000). These findings are particularly interesting, as they would fit well with the UK 
system of Health Visitor, meaning that they could be a relatively low cost addition to 
existing services. In relation to this point, a series of UK based studies have found 
that additional training for Health Visitors and paediatricians can reduce the severity 
of behavioural problems as well as reducing parental stress (Davis and Hester, 1996, 
Davis & Spurr, 1998 in Fonagy et al., 2000). This implies that interventions rely 
heavily on the quality of training provided for professionals implementing them and 
that additional training can provide important improvements in clinical outcome.
Child Interventions
Indicated Strategies
Relatively few programs work with just the referred child. However there are some 
therapeutic pre-schools for children with emotional and behavioural difficulties that 
work primarily with the individual and have less of formal parent input. These often 
work from a more psychodynamic or psychoanalytic perspective and use a long-term 
approach to the intervention. Studies of these pre-schools, such as the Anna Freud 
centre, often use single case study designs (Woods, 2000). Given this type of study 
design and the long-term, varied nature of these interventions, it is difficult to identify 
beneficial elements of the treatment, or exactly what the treatment consists of. This 
makes evaluation difficult. Additional difficulties with these centres include high 
running costs and an intensive nature that may deter the parents of the children most 
at need (Bradley, Kolers and Cohen, 1988 in Bryant et al., 1999). There is however, 
some evidence to suggest that therapeutic pre-schools are more beneficial for children 
with anxious behavioural difficulties than those with aggressive behavioural 
difficulties (Anderson, Long, Leathers, Denny & Hilliard, 1981 in Bryant et al., 1999) 
indicating a group who could be further evaluated.
One small scale study examined a more Cognitive-Behavioural Approach to 
behavioural difficulties in children with ADHD (Bomstein and Quevillon, 1976 in
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McGoey et al., 2002). This initial study found that a self-instruction procedure led to 
increased on target behaviour in the classroom. Replications however, (Bilings and 
Wasik, 1985 in McGoey et al., 2002) found no change in behaviour, and given that 
the original study had no follow-up data, or control groups, it is difficult to credit it 
with much reliability. Together these findings suggest that there is little evidence of 
effectiveness for child programs as a stand-alone intervention. More rigorous 
research of therapeutic nurseries may be able to add to this area.
Universal and Selected Strategies
Findings are similar for programs aimed at broader populations. Schmuckler 
(Schmuckler 1985 in Bryant et al., 1999) conducted a study with children from 
families of low social economic status groups (historically an at risk group for 
behavioural problems). The 2-8 year old pre-schoolers were assigned to one of four 
groups, a structured or unstructured treatment group, and two control groups (one 
involving attention control and one with no intervention). The interventions involved 
twelve play sessions over a seven-month period with adult modelling of imaginative 
play. The follow-up was only one month and found no decrease in directly observed 
levels of aggression, however both treatment groups showed improved observed play 
behaviours including peer interactions compared to the control groups. It is possible 
that given the play therapy alone the children were unable to generalise from these 
sessions to more specific incidents of aggression (Bryant et al., 1999).
However there have been some successes for child interventions. Programs focusing 
on affective education have been shown to be beneficial in reducing problems (Durlak 
& Wells, 1997 in Fonagy et al., 2000). These programs work directly with the child 
using puppets, play, stories and music and range drastically in length from a few 
sessions to year long interventions in an aim to increase children’s understanding and 
awareness of their own emotions. This type of intervention was found to benefit over 
76% of children compared to controls, however the potential length of the 
intervention could have serious cost implications. There was also an age effect, with 
children over the age of 7 doing far less well in the program. This could suggest that 
there is a critical age for affective development, highlighting the importance of early 
intervention in this area (Fonagy et al., 2000).
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Parent and Child Interventions
Universal and Selected Strategies
Strategies that incorporate both parent and child interventions appear to be by far the 
most successful from the current research status. Webster-Stratton extended her 
earlier program to include a relationship element (Webster-Stratton, 1994 in Bryant et 
al., 1999). Retaining the video approach to intervention she added elements of anger 
management and problem solving, as well as including an emphasis on 
communication within marriage for the parents. She found that this led to improved 
problem solving skills compared with the earlier video program, and with control 
groups at one-year follow-up (Webster-Stratton 1997 in Carr, 2000). The study found 
that 50% of participants moved from the clinical to the normal range on both the 
parent and teacher versions of the Child Behaviour Checklist, and 95% were rated as 
clinically improved according to researcher observations. This study shows the 
benefit of using multiple components in an intervention and is one of the few studies 
to combine observations, family reports, a control group, and relatively long term 
follow-up. However the intervention is quite intensive and may lead to selective 
participation groups.
Indicated Strategies
Cunningham conducted a large-scale study involving 150 four-year-olds with 
disruptive behaviour disorders (Cunningham 1995 in Bryant et al., 1999). This study 
involved random assignment to either: community child and parent training, 
individual parent and child training or a waiting list control group. This study is 
important in that it addresses the financial aspects of providing early interventions on 
a large scale. The treatment was conducted over 11-12 sessions with children 
attending social skills groups while the parents met. Follow-up at six months used the 
Child Behavioural Checklist (CBCL) and found that both treatment and control 
groups improved however there was no data for any longer follow-up period. 
Improvements were also found in direct observations of behaviour at home. There 
was significantly higher improvement in the community treatment for reported 
behaviour problems and parental problem solving. They found that cost data
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significantly favoured the community group treatment. Whilst this study is well 
designed, it is difficult to distinguish which were the important factors in eliciting 
change, especially due to the improvements in waiting list controls.
Parent-Child Interaction Therapy (PCIT, McNeil et al., 1999) teaches parents a set of 
play therapy skills that “promote prosocial behaviour in both parents and children” 
(p446, McNeil et al., 1999). The therapist observes parent child interactions and 
directs behaviour from behind a screen. The program teaches behavioural skills to 
manage non-compliant behaviour. A recent evaluation of such an approach allocated 
32 children either to a waiting list or a treatment group. Results were collected using 
the CBCL, and the Parenting Stress Index (Abidin, 1995 in McNeil et al., 1999). 
Comparison assessments were made at first referral and at the end of treatment or 
after 3 months for the control group. It was found that the scores on these tools had 
reduced to within normal levels for the treatment group whilst they remained 
abnormally high for the waiting list group. However, all findings were dependent on 
parental report with no independent observations and there was no longer-term 
follow-up to allow for deterioration of intervention effects. Similar results were found 
in another study of PCIT that used direct observations and formal measures. This 
study found results indicating an improvement in behaviour that generalised in to the 
classroom setting (McNeil, Eyberg, Eisenstadt, Newcomb & Funderburk, 1991 in 
McNeil et al., 1999) suggesting again that multi-faceted interventions can be 
successful, although the latter study had no control groups for comparison.
Other studies have also reported the success of integrating several types of 
intervention into a coherent program. Strain (Strain & Timm, 2001) conducted an 
evaluation of a regional early intervention program with follow-up of between 3 and 9 
years. This American service was aimed at all pre-school children with behavioural 
or developmental concerns. An adult member of the family must be involved in the 
program, meaning that the program may have been unable to engage those with lower 
motivation or other priorities. For the child the program involved social skills training 
and parent-child interaction sessions. The adults were involved in a wide range of 
activities including family treatment sessions, instructional videos, behavioural skills
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training and, when more advanced, supported families new into the program. There 
were approximately 32 active treatment sessions.
An initial follow-up of this study used an ABAB evaluation of the child’s compliance 
and parent’s attention to the non-compliant behaviour. They found that differential 
reinforcement led to a large increase in the child’s compliant behaviour, which then 
dropped drastically during the reversal period. This initial evaluation found 70% 
completion of the program (Strain et al in Strain & Timm, 2001). This was evaluated 
through home and school observations by trained observers. In addition they 
employed more formal outcome measures, using a modified version of the Walker 
Problem Checklist (Walker, 1970 in Strain & Timm, 2001). In one of the longest 
follow-ups it was found that, o f this original cohort, (child subjects now aged 25-32 
years-old) all but one had completed high school and only one former client had any 
record of aggressive or antisocial behaviour.
Other important findings were that 50% of the former clients now had their own 
children, none of these former clients described their children as having behavioural 
problems. The original parents of the child cohort also described the former clients’ 
parenting skills as “outstanding’ (p309). Importantly for this intervention it did not 
appear to be affected by race, gender or family income. However an age effect was 
found supporting intervention at an earlier age. The authors of this paper note that 
involving parents in the running of the scheme has a positive financial impact as well 
as providing an important supportive resource for new parents in the group. Despite 
these striking successes it would be important to evaluate this program using a control 
group to ensure that changes occurred as a result of the program rather than merely 
occurring over time.
Teacher Interventions
Limited resources and the education priorities of teachers have meant that to date 
teacher interventions have focused on children with existing difficulties. 
Consequently little evidence was found for interventions for general population and at 
risk groups and these will not be discussed here. The groups for indicated samples
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appear to have very small sample sizes. For example, Reynolds (Reynolds, 1997 in 
Bryant et al., 1999) found that teacher training in use of a token exchange program for 
appropriate behaviour led to a sharp decrease in daily observed rates of aggression. 
When the treatment design was reversed there were temporary increases in the 
aggression levels until the treatment was reinstated. Unfortunately this study involved 
only four male children aged 3-5 years old referred for their aggression. And is 
therefore of little statistical value. The children themselves however rated the 
treatment positively, as did the teachers involved. There was no follow-up on this 
study and lasting effects are not proven although the ABAB design does indicate 
some success.
Goff had a slightly improved study design using a mixed-sex group involving one 
session of teacher training and one of parent training in the use of positive 
reinforcement (Goff, 1983 in Bryant et al., 1999). The 4-6 year-olds referred were 
already diagnosed with problems of aggression and disruptive behaviour. Again this 
had a small sample size (n=9) and follow-up was not measured although teachers and 
parents reported a decrease in observed aggression. Teachers also reported increased 
appropriate behaviour suggesting that here the benefits extended beyond an absence 
of negative behaviour.
As with Child interventions there is very little evidence regarding teacher 
interventions to evaluate their effectiveness. It is likely that teachers are employing 
behavioural interventions with children but that these are employed on an individual 
basis making it difficult to establish how frequently they occur and how successful 
they are. Teacher interventions are also likely to occur after parent strategies have 
been tried which may lead to very different findings.
Environmental Interventions
There are some early interventions which come from a broader outlook, whilst not 
directly aimed at reducing behavioural difficulties they may contribute to this end. It 
has been said that it is problematic to work only with children (Dunst, Leet, & 
Trivette, ; Fox, Dunlap, & Cushing, 2002). Dunst argues that the immediate resources
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of a family, particularly those from low socio-economic backgrounds, will mean that 
child interventions will not be ranked a priority in these families. Their more 
immediate concerns will mean that dropout rates and non-attendance are likely to be 
higher in these families. He goes on to argue that an effective intervention must 
therefore address more than just the specific behavioural difficulties. In order to 
enable the family to focus on the behaviour, they must be given support in areas such 
as finance, housing and nutrition.
One study was found that included some environmental aspects. A review of a US 
Early Intervention Program (Barnett, Pepiton, Bell, Gilkey, Smith, Stone, Nelson, 
Maples, Helenbrook, & Vogel, 1999) included 34 children between 3-5 years referred 
by parents or pre-school teachers. Using naturally occurring situations they assessed 
behaviour and designed interventions to be implemented by psychology professionals. 
The interventions that they used included: changes in behaviour for parents, teachers, 
children or other family members, skill teaching, environmental changes and teaching 
of self-regulation skills. This comprehensive approach allowed for very personalised 
interventions unlike some of the more manual based approaches like the Webster- 
Stratton. However outcome was only measured in terms of user satisfaction and the 
authors noted that it was an expensive program. They also stated that “outcomes are 
highly related to team differences in fluid and robust problem solving' (pi 87) 
(Barnett et al., 1999). Emphasising the difficulties in comparing interventions across 
team, professions and cultures. Whilst this discussion has not considered other 
environmental interventions it is likely that there may be some benefits for behaviour 
from more general family support interventions.
Conclusions
Methodology
The poor overall quality of the research in this area is as important a finding as 
individual studies showing effectiveness. In addition to the variety amongst projects 
describing themselves as early intervention, studies also have widely varying 
methodologies and follow-up periods, making overall conclusions difficult (Bryant et 
al., 1999). Some studies have found positive results for early intervention programs
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but, due to flaws in the methodology and small numbers in the samples, the quality of 
the research overall is not good. The lack of robust research in one area may lead to a 
false conclusion that such an intervention is not effective, when in fact it is the 
research design and not the intervention that is at fault. Despite this, there are some 
studies with very good methodologies (Webster-Stratton, 1994 in Bryant et al., 1999) 
Many studies used a control group and some form of follow-up, even if it was not as 
long as could be desired.
A second major criticism of the studies reviewed here relates to those who actually 
participated in the programs versus those who chose not to, or failed to complete. 
Often attrition rates are not clear or are high (Fonagy et al., 2000). Samples are often 
very selective in that those who cannot commit to often high input programs do not 
receive them. It is likely that these are the most at risk clients. Further examination 
of these is essential to a complete evaluation of the effectiveness of early intervention 
for a whole population. Interventions which use systems such as Health Visitors, 
which are universally received, are likely to be the starting point for interventions 
which reach all children.
A final difficulty relates to study samples. A large number of the evaluative studies 
have been conducted in the USA and there are obviously limitations in extrapolating 
the results of these to UK based samples (Fonagy et al., 2000). On a smaller scale it 
has been noted that sample populations differ greatly within a country, and only a few 
studies (Barnett et al., 1999; Strain & Timm, 2001) have commented on this, or 
examined the effects of professionals, client race, culture or gender. Several papers 
have also noted the importance of collaboration between different professionals for 
successful early intervention (Buck, Cox, Shannon, & Hash, 2001; Hinojosa, Bedell, 
Buchholz, Charles, Shigaki, & Bicchieri, 2001; McDonald, Billingham, Conrad, 
Morgan, O, & Payton, 1997). However as yet there is little written on the differential 
effects of teams implementing these interventions.
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Elements of Effective Early Interventions
Within the limits of these methodological difficulties some conclusions can be drawn 
from the existing research. Successful interventions appear to include both parental 
and child based interventions (Strain & Timm, 2001) and many of these appear to 
have a strong behavioural emphasis (Bryant et al., 1999) and contain specific training 
(Fonagy et al., 2000). There is also evidence to support the use of problem-solving 
elements for families and, more limited evidence, to support early intervention 
relating to parent-child attachment and interactions (McNeil et al., 1999). Some of 
the well-designed studies are showing impressive rates of effectiveness (Webster- 
Stratton, 1994 in Bryant et al., 1999). Similarly although few studies conducted 
follow-up over more than a year, Strain et al (Strain & Timm, 2001) found extremely 
impressive results over a much longer period. These results justify the use of early 
intervention but also serve to highlight the benefits of conducting more robust 
research to highlight the effectiveness of such interventions.
When looking at whom should be involved in interventions there is some evidence to 
suggest that first time mothers benefit in particular from interventions and that these 
results could generalise to future siblings. Similarly there is large amount of research 
and clinical opinion which states that any intervention for behavioural problems in 
children needs to involve the family for success (Blackman, 2002). There is also 
evidence to suggest that longer-term interventions appear to be more effective 
although possibly more expensive (Fonagy et al 2000).
Clinical Implications and Future Research
Perhaps one of the most important clinical issues to arise form this discussion is how 
to engage those groups who are not using these services. Further examination of these 
groups may help to direct appropriate interventions to those with the most enduring
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behavioural problems at an earlier stage whilst reducing the expensive provision of 
services to those who do not require intervention.
Another important clinical consideration relates to the variation between interventions 
and how to compare across these. Whilst it is important to maximise the strengths of 
each professional team and adapt a service to meet the specific client population, there 
is also a great need for establishing a basis for comparison across interventions. This 
could be achieved by using more standardised measures of outcome and more 
manualised programs such as the Webster-Stratton. There is also a need for further 
and larger-scale research in this area, specifically within the UK. One of the main 
difficulties in evaluating services is that there may be lifetime benefits, consequently 
needing long-term follow-ups tracking Mental Health and judicial systems. These are 
lengthy to conduct and will be expensive and complex to run.
57
Child and Family Essay
References
Barnett, D., Pepiton, A., Bell, S., Gilkey, C., Smith, J., Stone, C., Nelson, K., Maples, 
K., Helenbrook, K., & Vogel, L. (1999). Evaluating Early Intervention: 
Accountability Methods for Service Delivery Innovations. The Journal of Special 
Education, 33(3% 177-188.
Berlin, L., & Cassidy, J. (2001). Enhancing early Child-Parent Relationships: 
Implication of Adult Attachment Research. Infants and Young Children, 14(2% 64-76.
Blackman, J. (2002). Early Intervention: A global Perspective. Infants and Young 
Children, 15(2% 11-19.
Bryant, D., Vizzard, L., Willoughby, M., & Kupersmidt, J. (1999). A Review of 
Interventions for Preschoolers with Aggressive and Disruptive Behavior. Early 
Education and Development, 10(\% 47-68.
Buck, D., Cox, A., Shannon, P., & Hash, K. (2001). Building Collaboration among 
Physicians and Other Early Intervention Providers: Practices that work. Infants and 
Young Children, 13(4% 11-20.
Carr, A. (1999). The Handbook o f Child and Adolescent Clinical Psychology: A 
Contextual Approach. Hove: Brunner-Routledge.
Carr, A. (2000). What works with Children and Adolescents? A Critical Review of  
Psychological Interventions with Children, Adolescents and their Families.: Brunner- 
Routledge.
Dunst, C., Leet, H., & Trivette, C. (1988). Family Resources, personal well-being, 
and early intervention. Journal of Special Education, 22(1% 108-116.
58
Child and Family Essay
Fonagy, P., Target, M., Cottrell, D., Phillips, J., & Kurtz, Z. (2000). A review of the 
outcomes o f all treatments ofpsychiatric disorder in childhood: MCH17-33. Final 
report to the National Health Service Executive.
Fox, L , Dunlap, G., & Cushing, L. (2002). Early Intervention, Positive Behavior 
Support and Transition to School. Journal o f Emotional & Behavioural Disorders, 
10(3), 149-158.
Hinojosa, J., Bedell, G., Buchholz, E., Charles, J., Shigaki, I., & Bicchieri, S. (2001). 
Team Collaboration: A Case Study of an Early Intervention. Health Research, 11(2), 
206-231.
Maselli, D., Brown, R., & Veaco, L. (1978). Aggressive Behavior of the Preschool 
Child. In M. Blate (Ed.), The Tao o f health. The way o f total well-being.: Falkynor 
books.
McDonald, L., Billingham, S., Conrad, T., Morgan, A., O, N., & Payton, E. (1997). 
Families and Schools Together (FAST): Integrating community Development with 
Clinical Strategies. Families in Society: The Journal o f Contemporary Human 
Services, March/April, 140-155.
McGoey, K., Eckert, T., & Dupaul, G. (2002). Early intervention for Pre-school Age 
Children with ADHD: A literature Review. Journal o f Emotional & Behavioural 
Disorders, 70(1), 14.
McNeil, C., Capage, L., Bahl, A., & Blanc, H. (1999). Importance of Early 
Intervention for Disruptive Behavior Problems: Comparison of Treatment and 
Waitlist control groups. Early Education and Development, 10(A), 445-454.
Strain, P., & Timm, M. (2001). Remediation and Prevention of Aggression: An 
Evaluation of the Regional Intervention Program over a Quarter Century. Behavioral 
Disorders, 26(A), 297-313.
59
Child and Family Essay
Woods, M. (2000). Preventive Work in a toddler group and nursery. Journal o f Child 
Psychotherapy, 26(2), 209-233.
60
Older People Essay
OLDER PEOPLE ESSAY
“Race and Ethnicity are Relatively Unimportant Variables in the 
Incidence and Treatment of Mental Health Difficulties in Older 
People.” Critically Discuss this Statement.
July 2003
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Introduction
As Britain continues to develop as a multicultural society, an increasing number of 
people from different ethnic backgrounds both use and provide mental health services. 
Resulting from improvements in health care and life expectancy, people over the age 
of 65 represent an increasing proportion of the population in the UK. Kalache 
(Kalache, 1996) states “With few exceptions the elderly are now the fastest growing 
segment o f the population in the developing world' (p22). Gradually, the previously 
under-represented group of people from ethnic minorities are beginning to reach this 
age (Adamson, 1999; Ebrahim, 1996). Services that had previously encountered 
people from a quite narrow cultural range now need to adjust to ensure that they meet 
the needs of people from a wider variety o f backgrounds. Yet, individual clinicians, 
and services as a whole, seem unsure what level of importance to place on an 
individual’s race and ethnicity when providing services for those with mental health 
difficulties.
Race and Ethnicity
It has been suggested that around 5% of the UK population belong to an “ethnic 
minority” (Ebrahim, 1996) and yet “ethnicity” itself is an extremely complex concept. 
Ebrahim states: “[Ethnicity] comprises skin colour, culture, language, religion, birth 
place, food, beliefs and behaviour. It is impossible to define clearly and in most 
contexts refers to the ‘otherness ’ of people who do not belong to the predominant 
population." (p 202) The term “race” has been used to refer to genetic lineage in the 
past, although its use in identifying biological differences between populations is 
extremely limited (Ebrahim, 1996).
Whilst there are some aspects of “ethnicity” shared by individuals in ethnic groups in 
Britain, there are as many differences within such groups as between them. For each 
person ethnicity will mean something different and will have impacted on his or her 
life differently. For some people their ethnicity will be associated with a migratory 
experience, change in socio-economic status, family roles, and other such factors; for 
others, who have been bom in the UK, their life experiences will have been entirely
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different. As far as it is possible to define “race and ethnicity” Ebrahim’s definition 
will be used as a framework and “ethnicity” used as an umbrella term which 
incorporates the notion of race.
Older People
The term “older people” is usually employed to mean those over 65 years (Kinsella, 
1996; Lindesay, 1996), the traditional retirement age for men. However, due to the 
aging population (Kalache, 1996), some mental health services for older people now 
employ an age criteria of 70 or 75 years. There is considerable debate over the 
usefulness of chronological age in determining service provision, rather than other, 
more needs based factors. Whilst acknowledging there is controversy in this area, this 
will not be discussed in detail and here “older people” will refer to those over 65 
years.
Mental Health Difficulties
In the past, depression and dementia have been singled out as “two most important 
mental illnesses o f later life” (p322, Copeland, Beekman, Dewey, Jordan, Lawlor, 
Linden, Lobo, Magnusson, Mann, Fichter, Prince, Saz, Turrina, & Wilson, 1999). 
Depression is important - affecting between 8.8% and 23.6% of older people 
throughout Europe (Copeland et al., 1999). Dementia is also important in this age 
group, however, all types of mental health difficulty will be referred to here as mental 
health difficulties are not limited by age.
Incidence
Incidence can be defined as measuring “disease onset (p. 11, Silman, 1995) -  the 
number of new cases at any time point. This differs from prevalence, which measures 
the number of people with a certain condition at any one point, whether new or long 
standing. Due to the scarcity of incidence studies in this area, much of the research 
discussed here necessarily relates to prevalence. This reflects in part the less clear-cut 
aspects of mental health difficulties. Whilst something can be a new episode it may
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not be considered a new onset o f a long-term fluctuating disorder. Incidence is often 
measured in terms of people presenting at services. It has been suggested, however, 
that older people, and particularly older people from ethnic minorities, may present 
less with mental health difficulties (Marwaha & Livingston, 2002). Consequently, the 
point at which incidence is measured is crucial as a study examining people who have 
contacted mental health services may give a very different picture to a community- 
based incidence study.
Treatment
Active intervention, whether therapeutic o f medicinal, is not the only method of 
treatment of mental health difficulties in older people. Especially in individuals who 
have dementia, management, maintenance, home care services, and support are all 
also important aspects of an individual’s care. To some extent assessment and 
formulation are also relevant when considering treatment. Treatment can therefore 
range from carer support, to individual therapeutic work, to inpatient admission -  all 
of which are appropriate with this age group.
Other Variables
The focus of this essay will not be to rank ethmcity amongst other variables in terms 
of relative important, but to discuss how ethnicity may impact on our understanding 
of incidence and treatment of mental health difficulties. Despite this it is important to 
note the importance of other variables in relation to mental health. For example, 
gender is significant, with women more likely to develop mental health difficulties 
(Lindesay, 1996). More specifically, twice as many women as men have been found 
to have depressive symptoms (Blanchard, 1996). Similarly, physical illnesses, and 
losses, such as bereavements, have been shown to be risk factors for developing 
depression in later life (Lindesay, 1996; Blanchard, 1996). )Whilst, as in all age 
groups, low socio-economic status can make an individual vulnerable to mental health 
difficulties (Silveira & Ebrahim, 1998). Generalised demographic information such 
as this is useful in some respects, however the relative importance of each factor, 
including ethmcity, should be assessed on an individual basis. Only a full assessment 
and understanding of the individual client will highlight the relative importance of 
each variable.
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Incidence
Incidence figures are used to understand the needs of a population and to make 
provisions to meet these needs. Incidence rates in mental health settings are often 
used to plan service level treatment strategies and as such incidence and treatment are 
inter-related. If certain groups are not identified in incidence information, or, in 
clinical terms, not presenting to mental health professionals, then the needs of these 
groups will go unrecognised and treatments will continue to be implemented that do 
not meet their needs, or in some way appear to exclude these groups. There is some 
evidence to suggest that this vicious cycle occurs with the use o f mental health 
services by people from ethnic minorities.
Several questions are therefore important in this area and need to be addressed 
systematically. Firstly, are there any differences in the incidence of mental health 
difficulties according to ethnicity? What do these differences actually tell us? Are the 
findings reliable? And what are the implications of these finding? These questions 
will be discussed here and also in later discussions regarding treatment.
Variations in Incidence with Ethnic group
There are many studies that identify ethnicity as an important variable in the 
development of mental health difficulties in later life. For example, some studies 
have shown that Afro-Caribbeans are at particular risk of vascular dementia due 
physiological profiles (Ritch et al in McCracken, Boneham, Copeland, Williams, 
Wilson, Scott, McKibben, & Cleave, 1997). It has also been noted that there is a 
higher rate of psychotic illness amongst Afro-Caribbean men, possibly due to the 
migration and acculturation stresses (Ebrahim, 1996); Kales, Blow, Bingham, 
Roberts, Copeland, & Mellow, 2000). A recent UK study (Sproston & Nazroo, 2002) 
found age was a relatively unimportant variable in the incidence of mental health 
difficulties, but that ethnicity and gender interacted with Bangladeshi women in 
particular showing fewer common mental health disorders than other ethnic groups.
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The working age black population are also over-represented in psychiatric units and 
are more likely to be admitted under a section, with two thirds of black patients 
sectioned compared with only a third of Asian or White patients (Koffman, Fulop, 
Pashley, & Coleman, 1997). This study also found that black patients had a higher 
proportion of inpatient diagnoses of schizophrenia than other ethnicity groups.
Understanding these differences
It would be easy to take the differences highlighted above at face value. However, 
when trying to interpret the meaning of these studies, certain methodological 
difficulties need addressing, in particular the issue of discerning differences in needs 
from differences in practice or diagnosis. Evidence increasingly suggests that ethnic 
minority groups receive a lower quality of care (Yee, 2002), and are under­
represented in some mental health services (Barker, 1984 in Marwaha & Livingston, 
2002); Rait, Bums, Baldwin, Morley, Chew-Graham, St-Leger, & Abas, 1999; Yee, 
2002). If this is the case then incidence studies stemming from service use may not 
give a true picture of the population’s needs.
Assessments and Measuring Incidence
In order to establish accurate incidence the tools for assessment must also be reliable 
and valid for the population. It is acknowledged that assessment of mental health 
difficulties may need to be modified for an older population. For example, depression 
may present in a different way with more emphasis on physical symptoms, or there 
may be a difficulty in distinguishing symptoms of depression and dementia, or normal 
ageing (Blanchard, 1996). Additionally, research has indicated that some screening 
assessments are not valid for people of different ethnicities, or indeed people who 
have lower school attainment or literacy levels (Rait et al., 1999).
Several studies have highlighted differences in test performances according to 
ethnicity. The Liverpool Study (McCracken et al., 1997) used the Geriatric Mental 
State Examination, which they report has been used in a number o f continents, and 
found to be relatively unbiased culturally. Using this they found higher rates of 
dementia in non-English speaking Black-Affican and Chinese individuals. This 
indicates that language barriers rather than ethnicity may place an individual at risk of
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diagnosis of dementia, possibly due to disorientation. The study further examined 
others without dementia that did not speak English and found a higher rate of these 
people were unable to identify their year of birth, address or name of the prime 
minister. Consequently these questions may lead to false positives when diagnosing 
dementia in individuals who do not speak English.
These findings were supported by an American study (La Rue, Romero, Ortiz, Liang, 
& Lindeman, 1999) found that there were significant differences between Hispanic 
and non-Hispanic American older adults on the completion of several 
neuropsychological tests commonly used. They went on to recommend that these 
tests should have separate ethnic groups norms to prevent misinterpretation of results.
Even measures to assess depression can be susceptible to cultural differences. An 
evaluation of the Geriatric Depression Scale between older Korean and Americans 
(Jang, Small, & Haley, 2001) found that a Korean Version of the Scale was a reliable 
method of assessing depression in this population. However in this direct translation 
they noted that some of the items had cultural weightings that were less appropriate in 
the Korean culture. However this was not tested for cultural influences on Koreans 
now living tin the UK, a process necessary to evaluate the impact of the 
acculturisation process.
Rait argues that this has led to an under-detection of the mental health needs of people 
from ethnic minorities, particularly older adults who tend to come have lower socio­
economic status. Assessment tools that are appropriate for the individual in all aspect, 
including ethnicity, are essential to establishing correct incidence information. Until 
these tools are regularly employed it is impossible to understand the causal reasons 
behind different presentation rates of people of different ethnicities in the UK. Hays 
(Hays, 1996) suggests a format for culturally sensitive assessment through the clinical 
interview. This assessment tool accounts for several of the major risk factors, not just 
ethnicity “Age and generational influences, Disability, Religion, ethnicity, Social 
status (by income, occupation, education, rural or urban origin), Sexual orientation, 
Indigenous heritage, National Origin and Gender” (p i88). This approach
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acknowledges the importance of ethnicity but also the importance of other factors and 
their possible inter-relationships.
Filters
Whilst incidence refers to the number of new cases each year of a certain condition, 
mental health difficulties in older adults, regardless of race or ethnicity are frequently 
“hidden” from society (Lindesay, 1996) and do not ever reach the assessment stage. 
Problems associated with dementia or depression are often assumed to be an 
inevitable part of the ageing process and consequently not brought to the attention of 
GPs. There is also some suggestion that these assumptions extend to doctors who 
may fail to correctly identify difficulties in older adults and not refer individuals on to 
psychiatric services. Lindesay suggests that these issues are particularly of concern in 
older adults from ethnic minorities (Lindesay, 1996). This is connected with the 
concept of “filters” (Goldberg in Lindesay, 1996) that individuals have to pass 
through in order to receive treatment. There are many filters that affect the estimates 
of incidence of mental health difficulties and could result in “hidden cases”. Rait 
suggests a number of possible reasons: “Zow prevalence of illness, lack of  
presentation, lack o f detection, lack o f referral, or any combination o f these” ( 
p i347; Rait, Bums, & Chew-Graham, 1996). Whilst these occur regardless of 
ethnicity, people from ethnic minorities have been shown to be particularly 
susceptible to these filters.
Presentation Filters
The first filter refers to an individual, or their family, recognising their symptoms and 
seeking help. There is evidence to suggest that ethnicity is an important variable in 
such a filter. One of the few studies to examine a whole community and not just those 
with diagnosed difficulties was a London based study (Marwaha & Livingston, 2002) 
which used qualitative methods to look at Black-Caribbean and White-British 
understandings of mental health issues. Those interviewed included both depressed 
and not depressed groups. They found that older adults in general were less likely to 
understand these symptoms in terms of an illness. However they also found that 
ethnicity affected how the individual perceived the symptoms, with Black participants
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emphasising the spiritual aspects and individual blame. However these responses 
were less apparent in those who had been depressed. Such attributions are likely to 
affect help-seeking behaviour and the choice of treatment if  services are sought. It 
was found for example, that the Black Caribbean participants thought that contacting 
a GP was inappropriate for depression; in fact this group appeared to think that 
nothing could help these symptoms. Such differences in older adults perceptions of 
mental health difficulties, in particular those from Black-Caribbean background may 
go some way to explaining differences in service use, both in terms of initial contacts 
and later utilisation. This was a small-scale study and cannot be generalised but has 
been supported by similar American studies (Gallo et al in Kales et al., 2000).
As shown in the Liverpool Study, language and literacy barriers can also act as filters 
in terms of knowledge and access to services, especially with older female migrants, 
(Ebrahim, 1996). Not only are some of these emigrants unable to speak English, 
some received no schooling in their country of origin and consequently are unable to 
read even translated material making communication and reaching this population 
particularly difficult (Ebrahim, 1996).
However, there is some evidence to suggest that some ethnic groups have less need 
for mental health services. Silveria et al (Silveira & Allebeck, 2001) have shown that 
male Somalis not using health and social services in Tower Hamlets appeared to do so 
from lack of need rather than under usage of services. However, this study also found 
that only a minority of participants had a good understanding of the term 
“depression”. It also found that those who were living in hostels had higher levels of 
depression and anxiety as they had less access to their families and other Somalis. 
For those who had family in Somalia, the situation there impacted on their levels of 
depression, an added stressor uncommon in people not from ethnic minorities. It was 
also reported that being in a foreign country was in itself a depressant for some, as 
they wished to return to their homeland. This study also found that factors such as 
physical health acted as risk factors, a finding in common with findings from studies 
in the general population. Similarly family support was found to be a protective 
factor.
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Diagnosis Filter
It has been noted that older adults are more likely to present with physical difficulties 
when depressed making diagnosis more complex(Blanchard, 1996). Other evidence 
(Kales et al., 2000) suggests that misdiagnosis is particularly common in elderly 
African American patients, who are often mistakenly given a schizophrenia diagnosis. 
It was hypothesised that this may be due in part to misunderstanding regarding 
cultural expressions of distress and belief systems making accurate diagnosis an 
additional filter for some ethnic groups.
Treatment Filters
It has been found by many studies that a person’s race and ethnicity may affect the 
service provision that they receive (Yee, 2002). In fact, the NSF acknowledges that 
there “may be differences in accessing services in black and minority ethnic 
communities” (p90; The Department of Health, 2001). For example one study found 
increased neuroleptic prescription and reduced emergency room assessment time in 
African Americans compared with Caucasians do occur (Kales et al., 2000). The same 
study found that African Americans tended to be referred to lower resourced units, 
and had a higher drop out rate of such treatment. However, a different American study 
(Blazer, Hybels, Simonsick, & Hanlon, 2000) found that older African Americans 
were less likely to use antidepressant medication than White Americans. This was 
despite evidence to suggest equal occurrence of depressive symptoms (Weissman et al 
in Blazer et al., 2000). The reasons for such differences are unclear but are suggestive 
of some bias in treatment provided relating to ethnicity and possible stereotyping. 
This implies that incidence rates established from treatment services are less accurate.
Other Risk Factors
Older people from ethnicity minorities can be expected to encounter the same risk 
factors for mental health difficulties as other people from this age group, however 
they also encounter additional factors due to their life experiences such as possible
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migration and minority status (Silveira & Allebeck, 2001). It has been argued that 
declines in physical health, wealth and social status/ roles associated with age may all 
act as further risk factors in older people (Silveira & Allebeck, 2001) thus 
accentuating differences between people from different ethnic groups.
One of the few community wide studies that used a number of different languages and 
attempted to match interviewer and interviewee for ethnicity (McCracken et al., 1997) 
found that lack of social contact with family members was more associated with 
depression rates in ethnic minorities than other groups. In this area, perhaps people 
who have families in a different country have an additional risk factor. Silveria et al 
(Silveira & Allebeck, 2001) found that those Somalians who were living in hostels 
had higher levels of depression and anxiety as they had less access to their families 
and other Somalis. For those who had family in Somalia, the situation there impacted 
on their levels of depression, an added stressor uncommon in people not from ethnic 
minorities. It was also reported that being in a foreign country was in itself a 
depressant for some, as they wished to return to their homeland. This study also 
found that factors such as physical health acted as risk factors, a finding in common 
with findings from studies in the general population and suggestive that each person 
must be considered individually in terms of their own experiences, and coping styles.
Treatment
Given the above filters there are very few reliable studies examining the impact of 
ethnicity on treatment efficacy (Arean & Miranda, 1996), especially in specifically 
UK populations. This means that it is difficult to be sure of the importance of 
variables related to race and ethnicity, as there is little by way of a baseline to 
compare treatment outcomes. Often older people with mental health difficulties are 
given the same treatments and working age adults with little consideration to evidence 
based practice. This is not always the case and some treatments (such as CRT, 
Glantz, 1989) have been specifically adapted, and shown to be successful, for this age 
group. However, systematic studies to evaluate treatments in this age group remain 
sparse. The evidence that does exist suggests that depression can be successfully
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treated with CRT (Arean & Miranda, 1996; Glantz, 1989). Arean and Miranda 
studied an ethnically diverse sample group including Hispanic, black, white and Asian 
participants. The group members were mostly low-income individuals, another risk 
factor. One important factor in this study was the inclusion of only bilingual staff. 
All staff spoke English and Spanish, thus addressing at least one important factor that 
often stems from race and ethnicity. The study reported overall successes but did not 
analyse the treatment or results specifically in terms of variables related to ethnicity. 
The importance of ethnicity in treatment can be considered in terms of the presenting 
individual, carers and at the service level.
Individual Level
Cultural differences between client and therapist may be particularly challenging in 
older adults (Abramson, Trejo, & Lai, 2002). Understanding cultural differences 
means becoming aware of other cultures but also of one’s own culture. Ben-David 
(Ben-David, 1996) notes that increased cultural sensitivity has been found to reduce 
misdiagnosis and ethnocentricity as well as reducing treatment selection errors. 
However, Ben-David then goes to note that guidelines on how to actually implement 
such changes are scarce as well as definition of the terms. This study actually found 
that therapists responded in a more culturally sensitive-manner to client groups who 
were more unfamiliar than those with which they were more familiar. This somewhat 
contradicts the widely held hypothesis that the more culturally similar a therapist and 
client are the more culturally sensitive the therapist will be. Instead it appears that 
this may make the therapist insert their own assumptions rather than using their ability 
to sensitively consider cultural issues. This suggests that, certainly in the Israeli 
group studied, it is not routine to consider issues of race and ethnicity automatically 
but only if the client is perceived as different. However this study used a case 
vignette rather than examining actual practice.
Fernando (Fernando, 1984) argues that the experience of racism in adults in general 
can not only add to depression but can actual be a causal factor. If this is the case 
then clearly an understanding of race and ethnicity is essential in treatment. Being 
aware of a person’s ethnicity and discussing what this means for them will not only
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help avoid further instances of unintentional racism, but is essential if  the mental 
health worker is to facilitate discussion of this area. Fernando argues that racial 
stereotyping of an individual undervalues them as a person and contributes to learned 
helplessness and poor self-esteem. Sensitivity in treatment is therefore essential to 
understanding the individual person’s experience rather than referring simply to 
stereotypes of people from that ethnicity. It should be acknowledged that, not only 
are people from ethnic minorities more likely to have undergone traumatic events 
either in their own life, or in their family (such as migration) but the simple fact of 
being from an ethnic minority group places them at risk of racism. Anyone 
conducting treatment for mental health difficulties needs to be aware of how an 
individual’s ethnicity may impact on them but to avoid assuming that this is 
necessarily the case and therefore falling into racial stereotypes.
Carers
There is some evidence to suggest that families with higher levels of familism 
experience higher levels of burden. A study comparing Koreans, American Koreans, 
and White Americans (Youn, Knight, Jeong, & Benton, 1999) found greater anxiety 
and depression in carers with greater levels of familism. However this study did not 
control for general ethnical differences rather than specifically differences in care 
giving approaches and it is impossible to generalise beyond this. In fact, the belief 
that “they look after their own” may lead clinicians to assume that individuals from a 
black or ethnic minority background have greater social support networks than other 
groups. However the patterns of care studied in the UK was found to be very similar 
amongst South Asian and African/ Caribbean population and the general population. 
In particular knowledge about dementia was found to be sparse amongst all groups 
thus highlighting the similar needs across the groups (Adamson, 1999).
Service Level
However, despite lack of familiarity with the health service and difficulties with 
language, which may act as barriers preventing people from ethnic minorities 
accessing health care (Chaudhry & Au, 1994), very few interpreter services are
73
Older People Essay
provided. Similarly, day centres may not cater for people from different ethnicities 
meaning that some services, in reality, are not available to people from ethnic 
minorities.
A recent report by the Royal Commission on Long Term Care explicitly 
recommended, “That it should be a priority for Government to improve cultural 
awareness in services offered to black and ethnic minority elders ” ( p92, Sutherland, 
1999). It goes on to say that “demand for black and ethnic minorities is not for 
different or special services but for more responsive and culturally sensitive 
mainstream services.. ” (p92). This report in fact makes a recommendation to the 
government that “cultural awareness should be improved in services offered to black 
and ethnic minority elders ”. (p92).
The recent government National Service Framework (The Department of Health, 
2001) takes a similar approach and also refers to the importance of addressing issues 
that arise from differences in race and ethnicity. This occurs on a service wide level 
“..all services should be culturally appropriate reflecting the diversity if  the 
population that they serve.. ” (p.4) and an individual level “Good assessment also 
requires that the needs and circumstances o f older people form black and minority 
ethnic communities are assessed in ways that are not culturally biased and by staff 
who are able to make proper sense o f how race, culture, religion and needs may 
impact on each other” (p31). This clearly identifies areas for development in services 
for this group.
Discussion
Incidence and treatment are inextricably linked and it makes little sense to consider 
either in isolation. There are several methodological difficulties with the majority of 
studies trying to measure incidence in ethnic minorities. Very few studies are 
population-wide and use appropriate assessments, in an individual’s native language 
if necessary. Studies that are based on people in treatment can only account for 
people who have managed to pass through certain filters. The so-called “triple
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whammy” effect (Rait et al, 1996) applies to older people from ethnic minorities, 1) 
they are older, 2) they are from an ethnic minority, and 3) they have a mental health 
difficulty. These three factors combine together to make it very difficult to access 
services, and if  language barriers, or lack of knowledge about services available or 
mental health difficulties in general co-exist then it is not at all certain that a person 
with need of services will receive the appropriate care. Until epidemiological studies 
provide accurate information it is difficult for services to develop to meet the needs of 
all their potential users. Currently services, under guidelines from the Department of 
Health, are trying to increase their cultural awareness and appropriateness. Having 
identified the importance of such studies on a service level, it is critical to 
acknowledge that simply because a person is from a particular ethnic group it does not 
follow that all the factors mentioned will apply to that individual. Each assessment 
should be informed by the appropriate cultural norms but conducted on an individual 
level, including all factors, such as history, culture, experiences, gender, socio­
economic information and ethnicity -  as well as the importance of each of these to the 
individual. To assume that a stereotype applies to an individual is at the least 
unhelpful and at the worst racist. Instead clinicians should focus on developing their 
awareness of their own and other cultures to ensure that they can discuss issues that 
arise in a sensitive and informed manner.
It is also of crucial importance to continue to study mental health difficulties in this 
age group. This group is not homogenous, neither is it static. As more people from 
different ethnic groups are bom in this country, some of the migratory issues will 
become less important and new understandings of the importance of ethnicity for each 
individual will continue to be developed. Further research will help identify the best 
ways to identify and treat those older people from ethnic minorities who need services 
but are not currently receiving them.
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INTRODUCTION TO THE CLINICAL DOSSIER
The clinical Dossier provides summaries of the experience gained across four core 
placements and two specialist placements. This experience is outlined through six 
placement summaries, and summaries of four case reports. Full versions of the case 
reports and all documentation relevant to the placement (contracts, examples of 
correspondence, log books and evaluation forms) can be found in volume II of this 
portfolio. Due to the confidential nature of the material contained in this volume, it is 
held in the Department of Psychology in the University of Surrey.
81
Summaries of Clinical Experience Gained through Training
The names of supervisors and Trust details have been omitted to protect 
confidentiality. Full details of placements may be found in Volume II of this 
portfolio.
Adult Mental Health Placement Summary
Dates: October 2001 -March 2002
Setting: Split post between CMHT and Primary care
Main models: Cognitive Behavioural Therapy, Narrative Therapy and Systemic 
Therapy.
Clinical Experience: I worked clinically with a total of 16 clients both independently 
and observing my supervisor work. The clients ranged between 18 and 57 in age and 
were from a range of cultural and ethic backgrounds. I also regularly attended 
narrative therapy session as part of the reflective team. I conducted cognitive 
behavioural interventions with individual clients presenting with a range of 
difficulties including anxiety, depression, anger management, eating disorder, specific 
phobia, health anxiety, social phobia and personality disorder. I also conducted 
several cognitive assessments as part of this placement.
Other Experience', I instigated an evaluation of a narrative family therapy session. I 
also attended regular psychology department meetings. Multi-disciplinary CMHT 
meetings and met with various mental health professionals to learn about their roles 
and client groups.
People with Learning Disabilities Placement Summary
Dates: April 2002 to September 2002
Setting'. Split post between inpatient work and the community team for adults. 
Main models: Applied behavioural Analysis, Cognitive Behavioural Therapy 
Clinical Experience: I worked clinically with 13 clients ranging in age from 18 to 80 
from a range of ethic and cultural backgrounds. I worked in a variety of settings
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including inpatient settings, group homes, day centres and in families’ homes. I saw 
clients presenting with a range of difficulties including: social difficulties, psycho- 
sexual education, anxiety, self-harming behaviour, challenging behaviour, and violent 
behaviour. I also conducted cognitive assessments to assess capacity to consent to 
sexual relations, dementia, and assessments to inform service provision. I also co­
facilitated a social skills group for women which focused on keeping safe.
Other Experience: I met with other professionals to learn about their roles, and 
attended psychology and MDT meetings.
Research : I conducted my SRRP on this placement.
Child and family Placement Summary
Dates: October 2002 - March 2003
Setting: Child and Family Mental Health Service -  A multidisciplinary Team
Main models: CBT, Psychodynamic, Behavioural and Systemic 
Clinical Experience: I worked with 13 children and their families ranging in age 
between 2 - 1 5  years old. The presenting difficulties included, OCD, Anxiety, 
Behavioural problems, bereavement, ADHD, Failure to thrive, and behavioural 
difficulties. I conducted cognitive assessments and worked jointly with several 
psychologists and members of the MDT including psychiatric nurses and 
psychiatrists. I worked both directly with children and also with their families. I also 
conducted school and home observations to aid assessment.
Other Experience: Attended regular training sessions, journal clubs, psychoanalytic 
supervision, psychology and departmental meetings. I also visited local early years 
services and inpatient unit.
Older People Placement Summary
Dates: March 2003 -  September 2003
Setting: Community Mental Health Team for People over 60 years, MDT.
Specialist Stroke Unit
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Main models: Cognitive Behavioural Therapy, Neuropsychological, some use of 
brief solution focused intervention methods.
Clinical Experience'. I conducted a Cognitive Behavioural Therapy anxiety 
management group for women. I held a case load of 13 clients ranging in age from 37 
-  97. I saw clients from a specialist stroke unit for assessment and management 
strategies. Other clients had presenting difficulties that included; anxiety, PTSD, 
depression, stroke rehabilitation, dementia assessment and management, health 
anxiety, panic attacks and behavioural difficulties. I worked with individuals in their 
homes, group homes and a day unit as well as the specialist stroke unit. I also worked 
jointly with other members of the MDT.
Other Experience: I regularly attended case meetings and MDT meetings, I observed 
other members of the MDT in order to further understand their roles and 
responsibilities. I also attended training events.
Child Oncology Placement Summary
Dates: October 2003-March 2004
Setting: CMHT and Primary care
Main models: Systemic, Cognitive Behavioural Therapy, Neuropsychological and 
Behavioural Therapy
Clinical Experience: I co-facilitated a day workshop for the grandparents of children 
currently undergoing treatment. I held a case load of 15 clients ranging from 4 yeas 
to 40 years. I worked with children undergoing treatment, their siblings and parents. 
Presenting difficulties included; aggressive behaviour, managing the after effects of 
treatment, behavioural difficulties, behavioural difficulties, and anxiety. I worked 
jointly with other professionals and psychologists. I also conducted several 
neuropsychological assessments both before and after treatment and conducted home 
and school observations. I worked with children and their families at arrange of 
points throughout treatment and recovery or relapse.
Other Experience: I regularly attended ward rounds and training sessions. I met and 
observed other professionals to gain understanding of their roles and responsibilities.
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Neuropsychological Assessment Placement Summary
Dates: April 2004 -  September 2004
Setting', Neuropsychological Assessment Service
Main models'. Neuropsychological
Clinical Experience', I conducted neurological assessments on 15 clients ranging 
between 23 to 70 in age. Presenting difficulties included memory loss, speech 
difficulties, Alzheimer’s disease, post-surgery assessment, ME, concentration 
difficulties and concentration problems. Assessment included a variety of formal 
neuropsychological tools and clinical interview.
Other Experience: I visited local NHS and privately funded services for people with 
neurological problems. Psychology department meetings and departmental meetings, 
seminars and case presentations. I observed medical procedures including brain 
surgery and scans.
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CLINCAL CASE REPORT 
SUMMARIES
Please note that all identifying details in this section have been changed
to preserve anonymity
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Adult Mental Health Case Report Summary
Cognitive Behavioural Therapy, and Motivational Interviewing for an Eating 
Disorder, in a 31-year-old woman presenting with Assertiveness problems.
Referral
Sarah was referred by her community psychiatric Nurse for mild mood disturbance 
and low self -esteem and self-confidence. It was also reported that she had a history 
of eating difficulties and body image issues, however it was unclear if this was an 
ongoing difficulty.
Assessment
Sarah was assessed over three sessions. Assessment procedures included clinical 
interview, Beck Depression Inventory (Beck, Steer and Cabin, 1988), and the Eating 
Attitudes Test (EAT). (Gamer and Garfinkel, 1979). Sarah also placed herself on a 
jointly created assertiveness ladder.
Presenting Problem
Despite scoring above the cut off point for an eating disorder as measured by the 
EAAT, Sarah identified her main problem as lack of confidence and assertiveness, 
particularly in her family circle. Her mood, as rated by the BDI fell in the clinically 
depressed range. Sarah felt that if she were able to increase her ability to express her 
needs and opinions, and improve her self-esteem, then her depression would lift. She 
felt very strongly that her current problems were a direct result of her upbringing. 
Sarah reported that she had few problems in being assertive with strangers but had 
significant difficulty with people close to her. This was most pronounced with her 
family.
Formulation and treatment plan
It was decided to formulate and base treatment on a Cognitive Behavioural Therapy 
(CBT) model from both Beck’s (Beck, 1976) original cognitive model for depression, 
and Fennell’s (Fennell, 1998) later CBT model for low self-esteem.
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Sarah’s upbringing was one of emotional neglect and abuse she has developed several 
Core Beliefs, including: I am unlovable, and; conflict cause catastrophes. To try and 
protect herself from this outcome she avoided conflict, becoming particularly 
unassertive. Sarah increased dieting behaviour to boost her self-esteem. Her self- 
critical thinking and negative appraisals of situations maintained this cycle. 
Treatment was planned to include specific behavioural tasks relating to assertiveness 
and depression, the use of diaries and CBT techniques for depression, 
psychoeducation regarding assertiveness, and continued assessment of, and 
motivational work regarding, her eating.
Intervention
Sarah felt strongly that her mood would lift once her assertiveness had resolved. 
Therefore the work focused on this aspect. Ten sessions were independently 
conducted with Sarah. As the treatment progressed Sarah’s weight continued to drop 
and it became apparent that this problem was worsening. Issues around the 
appropriateness of continuing to focus on Sarah’s assertiveness given the severity of 
her eating disorder were discussed in Supervision, with Sarah, and with her GP. It 
was agreed to continue as planned with the motivational interviewing and complete 
the assertiveness work. Sarah used food diaries to contemplate her eating disorder 
and began to move into a stage of “determination” to change (Prochaska and 
DiClemente, 1982; Miller and Rollnick, 1991). A portion of each session was used 
to reflect on the impact of her eating throughout the week and Sarah began to accept 
the idea that her eating was a problem in many ways and through this to want further 
help for it. Sarah agreed to a referral on for further treatment following completion of 
the contracted sessions.
Sarah kept diaries to monitor her assertiveness. These were used to identify her 
response style and lead into role-plays. Sarah initially found the assertiveness 
homework tasks very difficult, however she was able to make small steps in working 
her way up the ladder of assertiveness tasks she had formed. Sarah spent time 
pampering herself in an attempt to build her self-esteem and lift her mood.
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Outcome
Sarah’s understanding of assertiveness and her assertiveness skills increased over the 
treatment period. This was reflected in her changed appraisal ratings o f the initial 
hierarchy of assertiveness tasks. Sarah was able to discuss her eating disorder with 
some close friends and to contact them when she felt that she needed support, 
activities that she rated at a level of 10/10 for difficulty at the start of treatment. Sarah 
reported still feeling that it was hard to be assertive with her family in terms of 
expressing her needs. Sarah’s score on the BDI had reduced to a “minimum” level of 
depression showing a large improvement.
Sarah’s weight continued to drop however she now acknowledged that this was a 
problem and she wanted support at mealtimes and to be referred on for further 
treatment, indicating a higher level of motivation to change. Sarah had been referred 
to a Consultant Psychiatrist and to a specialist Eating Disorder Service and was 
offered support with another psychologist until such time as these referrals actualised.
Reformulation
Some hypotheses from the original formulation were supported, for example the 
assertiveness work and self-esteem tasks appeared to improve her mood. However, 
through therapy it emerged that Sarah was only able to experience herself as having 
any value by being thin. The original formulation did not account for her Eating 
Disorder sufficiently. Upon reformulation it was hypothesised that Sarah restricted 
her food in order to gain control over an environment in which, due to her passivity, 
she felt she was powerless (Mason, 1998). This was the only aspect of her life that 
she felt that she had any control over. On reflection, although the assertiveness 
problem that she presented with improved, it was hypothesised that until her eating 
disorder was addressed, further progress would be limited.
References
For references please refer to the clinical dossier in Volume II of this portfolio.
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People with Learning Disabilities Case Report Summary
An Extended Cognitive Behavioural Assessment of Self-Harm in a Forty Four 
year old woman with a Learning Disability
Referral
Mary Jones was a forty-four year old woman with a Learning Disability who was 
referred for intervention regarding her self-harming behaviour. Mary has had 
different forms of self-harm but was referred for frequent vaginal gouging. Mary’s 
self-harm was highlighted by her keyworker during a team meeting.
Presenting Problem
The staff working in the group home where Mary lived estimated that Mary gouged 
her vagina with her fingers several times each day. This particular self-harm was 
reported as early as 17 years old and had resulted in permanent damage to Mary’s 
urethra.
Initial Assessment
Interviews were conducted with Mary, her careers at her home and day centre.
Mary’s medical and psychology notes were also reviewed. This revealed that Mary 
had been self harming in different ways for over 20 years and that behavioural 
interventions appeared to have been successful over short periods of time, but that the 
vaginal gouging had never ceased. Further information regarding her self-harm was 
obtained from Mary’s keyworker using Self-Injury Checklist (Bourne, 2000).
Previous assessments of Mary’s indicated that her cognitive functioning was 
consistent with a severe Learning disability. Mary’s keyworkers described her as able 
to manage self-care with verbal reminders. In interview Mary demonstrated 
reasonable verbal skills using complete sentences and humour.
Formulation
Some literature suggests that genital self-injury may be distinct from other types of 
self-harm and can stem from sexual abuse (Babiker and Arnold 1997 in Halliday and
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Mackrell, 1998). Mary’s specifically genital self-harm may have been a result of 
sexual abuse and consequently could actually re-trigger the uncomfortable feelings 
that Mary seeks to avoid. Her self-harming was maintained by receiving attention, 
and recently through receiving a sanitary towel, from staff - positive reinforcement. 
Given the longevity of the self-injury, it was felt that an extended assessment was 
needed to inform intervention. Given the very personal nature of the self-injury and 
Mary’s initial reluctance to discuss it an extended assessment would also provide an 
opportunity to build a therapeutic alliance with the client and foster an environment in 
which it is acceptable to discuss these issues.
Extended Assessment
• Cognitive functioning was assessed using the Wechsler Adult Intelligence Scale 
-  Third Edition (WAIS-III see Appendix 3) (Wechsler, 1997).
• Sexual understanding was assessed using the Brook “Not a Child Anymore” 
Questionnaire (Brook Advisory Centre, 1987) and also using a package devised 
by staff within the trust.
• Understanding and expression of emotions was assessed using the Emotions 
Card Sort Task.
• Ability to report emotions, thoughts and moods .was assessed using thought and 
mood diaries (see Appendix 4) and informal Makaton pictures of emotions.
• Further assessment of self-harm and possible abuse was conducted with the 
Brook questionnaire and the Trust’s sexuality package.
Outcome
Mary’s overall level of ability, as indicated by the test results, fell into the category of 
severe impairment of intellectual functioning. Mary seemed to have a basic 
understanding of sexual intercourse. There was some question of whether the self 
harm was related to masturbation. Mary demonstrated a very violent scratching action 
that she inflicted on herself after, for example, being refused a cup of tea. Mary was 
able to identify what was happening in pictures of both male and female masturbation 
but seemed to connect masturbation with making her period come. She also described 
relief at having a period as it meant that she was not pregnant. Mary was able to 
verbally identify emotions but had some difficulty in explaining why people might
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feel these emotions. Mary understood what was meant by her thoughts and was able 
to access some of these. However, the thoughts that she reported were very concrete.
Conclusions and Recommendations
Educational work around pregnancy and periods was recommended as Mary seemed 
to relate this in a confused way to her self-harm. The severity of her learning 
disability, which was masked by her verbal fluency, was fed back to staff, in 
particular her difficulty with concepts of time which often led to her becoming 
frustrated. She was also encouraged to spend time daily with her keyworker talking 
about emotions to avoid feeling the need to self-harm. Mary was to continue to keep 
records of her thoughts and feelings. Other recommendations included encouraging 
Mary to work towards implementing alternative strategies to prevent self-harm, such 
as listening to music, or having individual time with her keyworker. Gradually she 
should be encouraged to take more responsibility for managing her feelings 
independently of staff
References
For references please refer to the clinical dossier in Volume II of this portfolio.
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Child and Family Case Report Summary
Behavioural Work with a five-year-old boy with Failure to Thrive and his
mother
Referral
Jake was a five-year-old boy referred to the Child and Adolescent Mental Health 
Service (CAMHS) by his Health Visitor following concerns about his eating and 
sleeping. Jake had extremely restricted intake of solids and would only eat very small 
amounts of certain types of foods. He was waking several times during the night 
asking for milk. Jake was a small, thin and pale child whose mother. Health Visitor, 
and extended family had concerns that he was not growing sufficiently.
Assessment
Assessment was conducted through interview and observations. Jake was the second 
of three children having a 19-year-old half-brother and a 3/4 -year-old full-sister. 
Jack had achieved normal developmental milestones, with the exception that he was 
still not dry at night-time. He also demonstrated some separation anxiety when left at 
school. Lisa, his mother, thought that Jake had difficulties with eating since he began 
teething. She reported that he would often “gag” on food. Consequently, Lisa began 
to mash Jake’s food, which led to Jake refusing to eat any solids. This behaviour 
became worse following the birth of Lisa’s daughter. Food diaries showed that Jake 
was only consuming milk, coke, chocolate, cheese, yoghurt and crisps. He drank milk 
throughout the day and woke several times in the night demanding milk. Despite a 
normal birth weight, at referral, Jake’s weight had fallen from the 9th-25th percentile to 
below the second percentile over 18 months. Jake was very quiet, rarely speaking in 
sentences and communicating through gestures and noises. Jake would begin to cry or 
become frustrated if  denied a request or ignored by Lisa. Risk assessment suggested 
that some developmental delay had occurred due to parenting patterns consequently 
Jake was referred to a paediatrician. Facilitating change of parenting patterns would
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form a part of the intervention and risk would be monitored through observed and 
reported patterns of parenting and weight monitoring.
Formulation and treatment plan
It was hypothesised that Jake had a Type II, non-organic Failure to Thrive. It was 
hypothesised that Lisa’s anxieties around Jake made it difficult for her to cope with 
his distress and consequently she tried to quickly meet his demands. Both of them 
had developed anxiety around feeding and Lisa maintained this cycle by feeding Jake 
whenever he asked, rather than just at meal-times. This resulted in him not being 
hungry when she wanted him to feed and a heightening of her anxiety. This cycle 
continued throughout the night, contributing to his difficulties in remaining dry at 
night. All of this appeared to maintain Lisa’s anxiety about Jake’s eating habits and 
health.
Intervention
Night-time feeding was stopped and a reward program was introduced for trying new 
foods. Food diaries were kept to monitor intake changes and patterns. Lisa also 
stopped allowing Jake to drink milk rather than eat. Work was done to help Lisa 
manage her own anxiety about being firm with Jake.
Outcome
Following Jake’s initial consultation with the paediatrician, organic causes for failure 
to thrive were ruled out, and he was prescribed daily Zinc and Iron supplements. Jake 
began to sleep throughout the night and had increased his intake of solids and 
decreased his milk intake, although he continued to have restricted types of food 
intake. Small changes in weight and height were observed. It was also necessary to 
help Lisa to manage her anxiety at refusing Jakes requests and this was done through 
re-framing her parenting as “too good” this helped her to feel less criticised and to 
understand why she had to change.
References
For references please refer to the clinical dossier in Volume II of this portfolio.
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Older People Case Report Summary
Neuropsychological Assessment of a 69-year-old woman to inform diagnosis of
Dementia
Referral
Rose was referred by the Consultant Psychiatrist who requested psychometric 
assessment to inform diagnosis of Rose’s memory difficulties. Whilst the preliminary 
diagnosis was Dementia of the Alzheimer’s Type (DAT) clarification was requested. 
In particular the psychiatrist wanted further assessment to inform the diagnosis of 
dementia and whether depression was contributing to Rose’s cognitive impairment.
Initial Assessment
Rose reported that she had experienced memory difficulties over the past 6 months, 
including losing items and forgetting appointments and conversations. Her daughter 
reported that the problems had been of a longer three year duration. Rose did not 
report any other cognitive difficulties. Rose had been placed on Rivastigmine 
however her memory difficulties had not responded to this. Rose was bom in a 
village in rural Jamaica and moved to the UK in 1956 aged 18. Rose had left school 
aged 10 years old and reported being poor academically. She has worked as an 
auxiliary nurse as her main career. A CT scan conducted 18 months ago revealed 
moderate cortical atrophy but no focal abnormality.
Initialformulation
It was hypothesised that Rose’s difficulties were a result of her dementia rather than 
of a depression.
Tests Administered
• Repeatable Battery for the Assessment of Neurological Status (RBANS
• National Adult Reading Test (NART) Second Edition
• Wechsler Adult Intelligence Scale -  Third Edition (WAIS-III) 
e Rivermead Behavioural Memory Test (RBMT)
• Hospital Anxiety and Depression Scale (HADS)
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• Geriatric Depression Scale (GDS)
• Zung Self-Rating Anxiety Scale (SAS)
Results
Overall, Rose showed a significant impairment in all aspects of her functioning as 
measured by these tests. Her functioning appeared to range between the “Extremely 
Low” and “Borderline” categories as measured by the WAIS-III, with memory 
functioning in the “Severely Impaired” range. This indicated a significant 
deterioration in her abilities from that estimated by the NART.
Overall, the evidence from the neuropsychological testing, and the cerebral atrophy 
found by the CT scan, was consistent with DAT (Kirshner, 2000). Whilst there 
existed a mild level of depression it was not considered to be of a level that would 
lead to significant cognitive impairment. The onset and course are also suggestive of 
DAT.
Outcome
A feedback session was arranged with Rose and both of her daughters, it was 
important to have family members present in order to provide support for Rose and 
also, given, her memory difficulties and care needs to ensure that any information 
given remained in the family system and that the family had an opportunity to raise 
any questions. The test results were fed back to the multi-disciplinary team at a 
weekly meeting and possible supports discussed.
References
For references please refer to the clinical dossier in Volume II of this portfolio.
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Child Oncology Case Report Summary
Narrative Therapy for anxiety with a 14 year old girl following treatment for
childhood cancer
Referral
Amy was referred to the Department of Psychological Medicine in a Specialist Cancer 
Hospital following her parent’s concerns about her anxious and tearful behaviour.. 
This referral followed a routine follow-up appointment with her medical consultant at 
the hospital where Amy had received treatment for a brain tumour diagnosed one year 
prior to the present referral. She had completed treatment six months after diagnosis.
Assessment
Amy’s father reported that she had always been a “bubbly” child if also somewhat of 
“a worrier”. However, recently she had become tearful and “not her usual se lf’. He 
reported that Amy was particular anxious prior to school or when alone. Amy herself 
was unable to expand much on this anxiety and its causes, but felt that she had 
become more worried recently and was struggling to manage this. Amy lived at home 
with both parents and her younger sister, aged 12. She had finished treatment and had 
returned to school and appeared to be healthy. Amy presented as a very young 
looking and acting teenager with a very close relationship to her father. She held a 
soft toy throughout the assessment session and became tearful if pressed to answer 
direct questions about her anxiety.
Formulation and treatment plan
Amy had recently begun her periods which represented a significant move into 
adolescence. Adolescence is a time when an individual begins to develop 
independence from parents, developing identity and creating a peer group 
(Frydenberg, 1997, Erikson, 1963). This can be difficult for families where 
dependence has increased due to the illness and the treatment where over-protection is 
common. It was hypothesised the family was struggling to adjust to Amy’s changing 
developmental needs and that the anxiety caused by this was exacerbated by the 
impact of her cancer on the family functioning. Secondly, Amy was referred almost
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exactly one year post diagnosis. Whilst Amy and her parents did not identify this as a 
particularly stressful time, it is likely that this would have contributed to the family’s 
thinking about the tumour’s impact on the family over the past year, and its future 
implications. The way in which Amy and her father described the relationship 
between Amy and her mother, for example how they both became anxious if one of 
them was upset, suggested an attachment type of difficulty and perhaps an emeshed 
relationship. The hypothesised over-protectiveness could act as a maintaining cycle as 
the family struggled to encourage Amy to act independently. Consequently she was 
not given the opportunities to realise that she could manage some things alone.
Intervention
A number of strategies were discussed with Amy for increasing her ability to manage 
her anxiety and break the anxiety cycle. These were discussed in line with an 
externalising way of thinking about her anxiety. We discussed tools for fighting 
against the “worry monster” as she called her anxiety, and ways to make it weaker. In 
particular Amy drew a tool box that contained pictorial representations o f the things 
that she could do to make herself feel less anxious. The trainee also suggested 
strategies such as using a worry box as a place to put worries rather than thinking 
about them all the time, this could also be used as a method to communicate with her 
parents, should Amy want to. Using externalising and normalising techniques 
(Epston, White & Murray, 1992) became a part of each session. Amy appeared to 
find this a helpful way to conceive of her anxiety and was able to have conversations 
about the “worry monster” and its impact on her and her family. Amy was able to 
identify things that made the “worry monster” stronger. Family work was also 
conducted through the use of a family session. Throughout this session anxiety was 
discussed as “worry monsters”. This helped to reduce the blame on any one 
individual and freed everyone up to talk openly about the anxiety and its functioning 
in the family. It also allowed a discussion about how the “worry monsters” can 
interact and make each other stronger. Normalising the family’s fears about Amy’s 
anxiety helped Amy to worry less and enabled the whole family to feel that they could 
let her manage this on her own at times rather than feeling that they had to intervene.
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Outcome
Mr Smith reported that Amy had regained her “sparkle”. The family had spent time 
discussing anxiety in the family and how each member best likes to treat situations 
where they might be anxious and consequently the family felt more able to cope when 
anxiety did occur. He reported that they felt more united and had more tools to fight 
against the anxiety when it occurred. They were also more able to talk about the 
anxiety in terms of normal life stages and an expected result of the experiences that 
they had been through over the past year. Helping Mrs Smith to identify some of her 
own anxieties and the role that her anxiety might play in maintaining Amy’s anxiety 
was helpful in reducing the maintenance cycles. Amy described having more of a 
feeling of control over her situation and anxiety. Developing an internal locus of 
control was an outcome that would help her to be less at risk for future anxiety (Carr, 
1999) and to cope better with her illness (McDaniel et al., 1992). Amy reported that 
she had been able to use many of the relaxation and distraction techniques at home.
References
For references please refer to the clinical dossier in Volume II of this portfolio.
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INTRODUCTION TO THE RESEARCH DOSSIER
This research Dossier contains the research logbook, service related research project 
(Submitted in Year 1) and the Major Research Project (Submitted in year 3).
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Differences in amount and type of client contact in a Clinical 
Psychology Service for Adults with Learning Disabilities
Service Related Research Project
All details have been anonymised to protect professionals and clients.
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Abstract
Aims:
To examine differences between inpatient and community-based populations in 
reason for referral to a psychology department, and type and amount of contact 
received.
Method:
Routinely collected data from 115 referrals over a 16-month period was examined. 
Inpatient and Community groups were compared in terms of contact times, types and 
the reason for referral. Each type of contact regarding the client was coded into either 
direct, indirect or administration contacts and compared using Mann Whitney U. T 
tests and Chi-squared were used to compared age and gender distributions 
respectively.
Results:
An independent samples t-test revealed that the inpatient population had a 
significantly higher mean age than the outpatient population (t=5.426, df =113, 
pO.OO). A Chi-Squared test found a significant difference in gender distribution in 
community and inpatient referrals (%2 = 10.730, df = 1, Asymp sig 2-sided = 0.001). 
Mann Whitney U tests found that the difference between the amounts of indirect time 
spent on community and inpatient populations was significant (z=-3.304, pO.OO 1).
Discussion:
The inpatient and community clients appear to form two different populations that use 
psychology services in different ways. One hypothesis to explain differences in 
contact time is that as inpatient clients have often been in institutions for a 
considerable length of time, they are better known to psychological services. 
Consequently less time is spent obtaining background information from other 
disciplines. Further research is necessary to establish the reliability and validity o f the 
data recording used in this study and to enable further conclusions to be drawn.
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Introduction
A governmental shift in the latter part of the last century began to move people with 
Learning Disabilities from large institutions into more community based living. 
(Department of Health and Social Security, 1971, 1981; Perini, 2000) This study 
examined the Learning Disability Psychology Department within a NHS Trust in a 
suburban area. The Clinical Psychologists in department carry out a variety of works 
including assessments and treatment for people with all levels of Learning Disability. 
They also run groups and work with staff and families to help them work with the 
often complex and challenging needs of an individual. The Department consists of 5 
teams of whom 3 kept sufficient data to be included in this study.
The region in which the department is set was previously the site of a cluster of large 
institutions including three hospitals for people with learning disabilities. This study 
looked at the "Inpatients" who remained in the hospital or a cluster of NHS staffed 
bungalows on ex-hospital sites. They were compared with people living in the 
"Community”, that is in residential homes or with their family. Comparisons were 
made regarding the reason for referral, and the amount and type of contact. It was the 
aim of this study to examine these two different populations in order to inform 
discussion of the possible impact of relocation policy change on services provided by 
a psychology department.
Epidemiological data taken from the 2001 White Paper “Valuing People” 
(Department of Health, 2001) suggested that there were around 210,000 people with 
severe and profound learning disabilities and 1.2 million people in England with 
mild/moderate learning disabilities. Of these the number of people under the 
Learning Disability speciality in NHS hospitals and units in 1999 was over 7,000 
(Department of Health, 2000). The teams involved in this study covered 89 hospital 
inpatient clients and a further 81 clients on ex-hospital sites, however there was an 
aim to move more clients into the community. Other studies have examined cost 
effectiveness of moves into the community and these will not be discussed here 
(Donnelly, McGilloway, Mays, Knapp and al, 1996; Beecham, Knapp, McGilloway, 
Donnelly and al, 1997). Extrapolating from the national figures one would expect a
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total population figure for people with learning disabilities in the area to be 29, 143 
although this may be an over-estimation due to high numbers of hospital clients both 
current and relocated.
Previous audits within the Department have examined referrals to community teams 
and described services offered by the hospital. From these arose the question of what 
differences there were in the services received by clients based in the community and 
inpatient clients. With such a large population of clients moving into different homes, 
the role of psychologists had altered and developed. Given the high-density of the 
client population in this area, due to the old hospitals, it was important to examine 
exactly how, and if, the demands placed on clinical psychologists were different when 
working with inpatient and community based clients.
From discussions with the head of the department and department members arose the 
idea of exploring the amount of time spent on each client, and the problems for which 
people were referred to psychology. The specific aim of the study was to examine 
these factors and see if there were differences between the services provided by 
psychologists for the two populations. This would help indicate how the psychology 
department could evolve to meet future needs.
It was hypothesised that there would be demographic differences between inpatient 
clients and those in the community, with the hospital populations being the older. It 
was also hypothesised that as the community-based clients should be, by definition, 
less severely impaired, and that they would be referred to psychologists with different 
problems to those who are referred from an inpatient setting. There are many 
different factors involved in determining the time spent on an individual referral, 
consequently the analyses of contact times had no specific hypotheses and was of an 
exploratory nature.
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Method 
Data Source
Data was collected from a central database held by the Trust. This database contained 
information input from individual record forms of daily client-related activity. These 
forms (See Appendices 1 and 2) were completed as part of routine Trust data 
collection and to fulfil the criteria set out by Quality Standard and Komer 
(Department of Health, 1999, 2001). This data collection used initial referral forms 
and daily contact sheets, completed by each psychologist identifying time spent on 
each individual client. Information was used from both of these sources in this study.
Participants
Due to Trust changes and mergers not all professionals in the service completed these 
forms for the study period. However, three key psychology teams were identified that 
participated in this data-collection. (For a breakdown of the professionals comprising 
these teams see Table 1.) Of these 2.95 full time workers were allocated for work in 
the inpatient field and 2.25 full time workers allocated for community-based work.
Table 1 : Breakdown of Professional working time in each team included in the study
Team
Total Weekly 
Psychologists
Total Weekly 
Trainee Clinical 
Psychologists
Total Weekly
Assistant
Psychologists
Total Weekly 
Clinical Nurse 
Specialist
Team 1 0.6 0.5
Team 2 1.1 0.25 1.0 1.0
Team 3 0.5 0.25
Data Screening 
Time Period
Data for a 16-month period was extracted from the central database. The study period 
covered a calendar year and an additional four months of the most recent information.
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Contact Type
Professionals coded the type of client activities in accordance with number of options 
(See appendix 3). As there were 70 o f these options, these were compounded into 
“Direct”, “Indirect” and “Administration” contacts based on an existing distinction 
used by the administrator for this data. “Direct” contact referred to any contact or 
meeting in which the client was actually present. “Indirect” referred to contact 
(regarding the client) with a professional, but at which the client was not actually 
present. “Administration” contacts referred to time spent writing, planning or reading 
in relation to a client. Each individual contact was listed separately so the amount of 
time for each type of contact was calculated (i.e. direct, indirect, admin) for each 
referral. Whilst it was acknowledged that some referrals would be ongoing it was not 
felt necessary to examine only completed cases in this study. It was decided to screen 
out entries for travel time, as this was too dependent on area covered and location of 
psychology bases and home, rather than type of client.
Referrals Used
A total of 161 referrals to the selected psychology teams were made during this 
period. A single client may have been referred more than once during the study 
period; these were treated as separate cases. Of this total 19 were consequently 
excluded, as there was no further information available for them on the computer 
database. This could be due to incomplete referrals, administration error or 
duplication. A further 9 were excluded as they belonged to teams not included in this 
study. Another 18 referrals had no identified reason for referral and these were also 
excluded, leaving 115 cases to be considered (See Table 2).
Table 2: Details of Excluded data
Description Number excluded Total remaining
Initial number - 161
No information available 19 142
Team outside Study 9 133
No identified Problem 18 115
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Reason for Referral
Both Referrer and psychologist could identify multiple reasons for referral. Further 
problems could be identified at some point throughout the treatment. After 
consultation with the Head of Department and the Research and Development 
Manager, it was decided to select a primary problem to be examined. This problem 
was chosen by comparing psychologist and referrer’s classification of the problem. 
Where these differed the psychologist’s classification was selected. Where more than 
one problem was identified, the first was used - based on the assumption that this was 
the primary problem. There were 139 different problem options, which had been 
classified into 13 broader types (See Appendix 4). The broader classifications were 
kept for the purposes of this study in order to simplify analysis.
Client Population
The overall population studied was equally split in terms of gender (58 men and 57 
women). When split into the inpatient and community populations, 22 (36%) of the 
inpatients and 36 (67%) of the community clients were men. The overall mean age 
was 52.87 with a range of 19-98. The inpatient population had a mean age of 60.75 
and the community population had a mean age of 43.96 (See Table 3).
Table 3: Distribution of ages (in years)
Group
Mean
Age
Standard
Deviation
Minimum Maximum
All referrals 52.87 18.51 19 98
Inpatient 60.75 17.03 28 95
Community 43.96 16.02 19 98
Data Analysis
This study looked at the independent groups of Community-based and inpatient-based 
referrals. Descriptive statistics were used to examine contact times and the reason for 
referral. The type of contact was then re-evaluated in terms of number of contacts and 
described.
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Results
Demographics
In total 115 referrals were made during this period. Of these 54 were referrals made 
regarding community-based clients, and 61 were for the inpatient population. An 
independent samples t-test revealed that there was a significant difference between the 
mean ages of these populations (t=5.426, df =113, pO.OO). A Chi-Squared test was 
used to examine the differences in gender split and found a significant difference (%2 
= 10.730, df = 1, Asymp sig 2 sided = 0.001).
Contact Time
A summary of the mean amounts of time and standard deviations spent on the 
different types of contact can be seen in Table 4.
Table 4: Descriptive statistics for time fin minutes! spent per referral
N Mean Std. Deviation
Total amount of contact 115 509.18 550.164
Amount of indirect contact 115 121.28 178.641
Amount of direct contact 115 217.74 234.932
Amount of admin contact 115 170.17 283.753
The time spent per referral was also examined separately for both community referrals 
and inpatient referrals (See Table 5). Mann Whitney U tests demonstrated that only 
the difference between the amounts of indirect time spent on community and inpatient 
populations was significant.
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Table 5: Time (in minutes) Spent on Referrals
Inpatient (n = 61) Community (n = 54) Mann Whitney-U
Mean Std Dev Mean Std Dev
Z  value
Asymp 
Sig (2- 
tailed)
Total
440.20 365.602 587.11 698.616 -0.261 0.794
Indirect 72.16 107.866 176.76 222.616 -3.304 0.001
Direct 233.52 229.843 199.91 241.457 -1.189 0.235
Admin 134.51 167.296 210.44 372.000 -.0694 0.488
Type of Contact
The breakdown of type of contact into direct, indirect and admin was quite crude, 
therefore, the problems were re-categorised into ten groups (see Table 6). These 
categories were more descriptive of the nature of work. This breakdown showed 
apparent differences in the types of work conducted with inpatient and community 
clients. Almost all of the group work was conducted with inpatient clients, whilst, 
with community-based clients, there appeared to be more contacts with other 
professionals, friends or relatives. This was also reflected in the number of reviews. 
Due to the small numbers in some categories it was impossible to conduct meaningful 
statistical analyses. However, there appeared to be more administration contacts for 
inpatient clients. This breakdown also showed that very little supervision time was 
recorded. This may be a reflection on use of the contact forms by psychologists.
Table 6: Re-categorisation of contact type for total population, and inpatient and 
community clients
Type of contact grouping Total contacts Inpatient
contacts
Community
contacts
No % No. % No. %
Direct With Client 62 9.7 23 8.3 39 10.9
With Client and professional 43 6.8 28 6.5 25 7.0
Group Work 43 6.8 36 13.0 7 1.9
With professional but not 
client
131 20.6 31 11.2 100 27.9
Administration 243 38.2 134 48.4 109 30.4
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With friend/ relative 15 2.4 3 1.1 12 3.3
DNA/ Cancelled 6 0.9 1 0.4 5 1.4
Supervision 1 0.2 0 0 1 0.3
Reviews 88 13.8 30 10.8 58 16.2
Other 4 0.6 1 0.4 3 0.8
Total 636 100 277 100 359 100
Reason for Referral
Initial analyses revealed that the reasons for referral were not evenly spread (see 
Table 7). There appear to be a high number of referrals for behavioural problems and 
only one referral for language and one for mood. The results shown in this table seem 
to reinforce the conclusion that there are differences between the inpatient and 
community populations; however, due to small numbers involved it was not possible 
to conduct statistical analyses to confirm this.
Table 7: Numbers of referrals for each Problem type
Problem Type Total N(%) Community
(%)
Inpatient (%)
Behavioural 25 (22%) 12 (22%) 13 (21%)
Miscellaneous 17(15%) 4 (7%) 13 (21%)
Sexual 16(14%) 2(4%) 14 (22%)
Assessment 14 (12%) 10 (19%) 4(7%)
Relationships 13(11%) 4 (7%) 9 (15%)
Trauma and abuse 10 (9%) 5(9%) 5(8%)
Anxiety 6(5%) 6(11%) 0 (0%)
Physical health 6(5%) 5 (9%) 1(2%)
Issues 4(3%) 3(6%) 1 (2%)
Self-injury 2(2%) 1 (2%) 1 (2%)
Mood 1(1%) 1(2%) 0 (0%)
Language 1(1%) 1 (2%) 0 (0%)
Total 115 54 61
Discussion
Findings
Demographics
If this sample was representative of the overall population, then the inpatient and 
community teams appeared to be working with different client populations. The
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initial demographic data shows clear differences between the inpatient and 
community populations. An older inpatient population could reflect the difficulty in 
moving long stay residents out of hospital or the increased support that is necessary 
for older clients. Whilst the age differences were hypothesised initially, the gender 
differences are striking. It is possible that some part of this can be explained by the 
running of inpatient women’s groups. As has been seen group work accounts for 
nearly 1/6* of time spent on inpatients and it is one of the team specialities to run 
groups for women to promote understanding and safety with regards to sexual health. 
If this is the case the results of this study may well be very specific to this department 
and current staff and it may not be appropriate to generalise across time or location. 
An alternative explanation could relate to dynamics in the referral process, and the 
perceived higher vulnerability of women as inpatients, which could be highlighted by 
further investigation.
Contact Time
These two populations use services differently and this is shown through a statistically 
significant difference in the types of contact time between these two populations, with 
community clients receiving more indirect contact. One hypothesis is that as inpatient 
clients have often been in institutions for a considerable length of time, they are better 
known to psychological services. Consequently less time is spent obtaining 
background information from other disciplines. Inpatient institutions are designed to 
accommodate information transfer using systems such as clinical rounds, which 
eliminate some duplication in indirect contacts. It is possible that in a community 
setting reviews are more formal whereas in an inpatient setting reviews are more 
continuous processes. Work with community clients may involve more contact with 
other professionals, relatives and friends.
It is surprising that clinical psychologists spend less time on group work with 
community clients. It will be important to examine group work in the community and 
how involved psychologists are in this process. It is possible that this community 
clinical psychology work involves training others to run groups whereas the 
psychologists run inpatient groups themselves.
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Reason for Referral
As stated previously the inpatient and community populations appear to be different 
and use services differently, although the latter was not tested statistically. These 
differences in reasons for referrals may reflect staff dynamics. Almost all the referrals 
for relationship or sexual work pertained to inpatient clients. These problems are 
particularly stressful and noticeable for staff working with inpatient clients. Problems 
that can be more distressing for the clients themselves, such as anxiety and physical 
health concerns, were addressed more in community clients. To some degree this 
may reflect the client’s ability to express their own concerns, as many of the 
community clients would live in staffed accommodation as well. It is also noticeable 
that there were more assessment contacts for the community patients. This may, to 
some degree reflect the fact that psychologists may delegate some assessment work of 
inpatients to their immediate care-staff and then interpret this information. When 
clients live at home this may not be possible.
Limitations
There are several limitations of this study and in some respects more questions are 
raised than are answered.
Information Recording
The data relies on accurate recording of information by individual psychologists. It is 
probable that there are mixed attitudes towards completing these daily forms -  
impacting on their accuracy. Attitudes may differ between teams, and the reliability 
and validity are not known for the recording of this information. It is important to 
audit the quality of information recording in the existing system and evaluate this. 
This should be done in conjunction with an assessment of psychologists’ attitudes 
towards completion of daily record forms and their perceptions of the accuracy of the 
findings. Highlighting the research benefits of data recording may make them feel 
more applicable to psychology and promote accurate recording. A further research 
project could examine this.
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Reason for Referral
The reason for referral categories used here are quite crude and do not reflect the 
complexity of problems experienced by most people who are referred to psychology. 
However, it is possible that the gross nature of the problem categories used here may 
eliminate some of the differences between individual definitions of referral reason.
Contact Time
With the exception of the assessment category, it has not been possible to distinguish 
when a psychologist may have been acting in a Consultancy basis, working alongside 
and utilising existing staff or support networks, and when the majority of work with a 
client has been conducted by psychologists themselves. A further examination of 
other professionals’ contacts with clients may give a more complete picture of this 
aspect. There was no measure of severity of problem or outcome in this study -  both 
of which would contextualise the findings.
Implications for the service
The differences between both type of contact and reason for referral, when working 
with clients from these different populations, suggest that as more clients move into 
the community and these populations merge, there may be a need for continued 
training of psychologists. In particular it may be necessary to promote skills used 
when working with other professionals in the context of both daily interactions and 
reviews. It will also be important to consider ways of developing psychology 
involvement in group work with community based clients. This may be something 
that could be done in conjuncture with the existing day services.
This study also suggested problems in the recording of information. If such 
information is to be used effectively it must be accurately recorded. Dissemination of 
research results from this data may encourage psychologist to record more accurate 
information, as it will be possible to see the benefits of such time-consuming 
information recording. Re-training on the purposes and classifications used in this 
system and psychologists’ role in clinical effectiveness work (Baker and Firth- 
Cozens, 1999) may also promote more accurate recording. Failing this the type of 
information recorded, and the frequency of recording, may need to be reviewed.
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Further investigation is needed to examine the differences in populations that were 
found in this study. The quality and existence of group work in the community should 
be investigated. Clinical Psychologists’ involvement in these groups should be 
evaluated to ensure the quality of the group and constructive use of psychologists’ 
time.
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Appendix 1: Initial Referral forms
REFERRAL FORM
T E A M : ....................................................................... U R G E N T :  ( W i t h i n  4  H o u r s )  Y e s  /  N o
Please complete this form in BLOCK CAPITALS only 
Client Details:
Surname:
Forname:
Date o f Birth:
Address: ___ _____________________________ _________________ __________ ____
     Post Code:
Tel. No. (Day):   Evening: _________ _______
Language: English (fluent) English (poor) No Language Other (specify)
(Please Circle) Sign Language (specify)___________ __________________
Religion (if relevant): _____________________________ ______________
Previous Surname: Known As:
Legal Status: No Special Status Unknown Mental Health Act Criminal
Child Protection Wardship Child Act Other (specify):
Benefits:............................................................................  NI N o :............................................
Next of Kin / Carer:
Address:
General Practitioner:
Address: ...................................................................................................................
Post Code:  Tel No:
Address:...........................................................................................................
Keyworker Tel No.
Care Manager (Social Services) Tel No.
Address:........................................................................................................................
Work Place / Day C entre:................................................... .........................................................................
Consultant:..............................   Consultant Code (if known):......................................... Tel No:
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REFERRAL INFORMATION
Referred by: ■—
Address:
Telephone N o :................................................    Post Code:
Is the Client /  Carer aware o f  this referral: YES /  N O  N am e:... ...........____
REASON FOR REFERRAL:
Diagnosis /  Condition /  Medical History
Signature: ...............................................................
Any further information please use separate sheet and attach.
Date:
For Clinician Use Only : (These details are essential)
Date Referral Received Date Acknowledged
Are vou the Case Co-ordinator: YES /  NO Care Plan Attached: YES / NO
Clinician Code: Funding Source for this 
Referral /  Client
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Client Surname:
Forename (s):
Living Arrangements: LAC.................
Family Referral: Individual
(Please Circle) Couple
Urgent Referral: YES
Referral Accepted: Case Accepted
Returned for Clarification
More than one child 
Part Family 
NO
Case NOT Accepted 
Case NOT Proceeded with
Whole Family
Case Referred Elsewhere 
Other (specify):______
QS
D a t e  A p p o i n t m e n t  M a d e :
QS
D a t e  F i r s t  A p p o i n t m e n t  O f f e r e d :
K.
D a t e  F i r s t  S e e n  /  I n i t i a l  C o n t a c t :
Referrer’s Reason for Referral Codes '
Problems Being Addressed/Predicted Outcome Codes:
Client Group: k Adult
In-Patient
LD
Child (5-19 yrs)
Out-Patient
MH
Out o f District Referral 
Other (specify) _
Paediatric (under 5 yrs) 
Community 
Not Applicable 
Attending NHS Day Care
Referring Agency Codes: k  RAC 
Clinician Allocated:
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Appendix 2: Daily Information Record Sheets
2 o
TJ
CM
IL
</> F
IL. CO |u _ co ll ll co IL
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Appendix 3: Types o f Client Contact
NATURE OF W ORK C O D ES  
DIRECT - W ith the Referred C lient present
direc t 1/1 with Client in the Room 
D r e d c o n b d  with Client plus Other Staff/Protessional
ii-i A1^^. „  ^ ' *
DIR001
OIR002
DIR003
OIR004 Groug_with other S taff /  Professional
DIR006 A^sgssmegJUse if an assessment only session) 
Assessment - Informal ----------DIRC07
DIR006
Reviews-ipp
OIR010 Reviews - IAN /  C are Plan
D(R011 Reviews - Therapy
DIR012 Reviews - Discharge
DIR013 Reviews
OIROI4
Ong-Off Consultation (to be used with GENERAL ADVIC0IR 0 1 5  « «
Did Not Attend - fcSent
Cfent anil ParentfsVRelath*
O IR O t9 '.,r - ,;' y . - , l
DIRQ2Û Othq-(ptease specifvi %
■x-'- - 3 — —Report /T
S ^ P l jg g ^ g u a l  Costed C M P a d a g e
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Appendix 4; Reason for Referral Categories
Query1 0508/2000
ProblemCat ProblemCode ProblemDescrtption
Anxiety PSY039 Agraphobia
Anxiety PSY088 General Arodetv
Anxiety PSY042 Other Specific Phobia
Anxiety PSY041 Panic Attacks
Anxiety PSY040 Separation Arodetv
Assessments PSY139 Assessment of Cognitive Abilities
Assessments PSY138 Assessment Of Risk
Assessments PSY140 General Psychological Assessment
Assessments PSY136 IAN /  DON Individual Assesment of Needs
Assessments PSY137 IPP Individual Planning Process
Assessments PSY203 Specialist Neuro-Assessment
Behavioural PSY014 Aggressive Behaviour
Behavioural PSY025 Attention Seeking Behaviours
Behavioural PSY018 Bullying/Fighting
Behavioural PSY015 Cruelty / Violent Brutality
Behavioural PSY017 Destruction Of Property
Behavioural PSY016 Fire Setting
Behavioural PSY023 Habits /  Tics / Stereotopics
Behavioural PSY021 Lying
Behavioural PSY022 Multiple Behaviours
Behavioural PSY027 Other Problem Behaviours
Behavioural PSY026 Overactivitv
Behavioural PSY020 Running Away
Behavioural PSY013 Stealing - Other
Behavioural PSY012 Stealing From Home
Behavioural PSY019 Substance Abuse
Behavioural PSY010 Tantrums / Screaming /  Outbursts
Behavioural PSY011 Unco-operative
Behavioural PSY024 A/andering
Eating PSY096 Anorexia Nervosa
Ealing PSY097 Bulimia
Eating PSY204 Eating Disorder - Not elsewhere Specified
Eating PSY104 -allure To Thrive
Eating PSY101 -ack Of Chewing
Eating PSYO06 Dbesity / Over Eating
Eating PSY132 [PICA
Eating PSY099 Refusal To Eat
Eating PSY102 Regurgitation
Eating PSY100 Swallowing Problems / Dysphalqia
Eating PSY103 Tube Feeding
Family/Carer PSY064 Carer Needing Support
Family/Carer PSY060 Family Mental Health Problems
Family/Carer PSY061 Family Physical Health problems
Family/Carer PSYÜ63 Lack Of Parenting Skills
Family / Carer 3SY082 Parental / Carer Concern - No Clinical Abnormality
Issues 3SY130 Assertiveness Issues
Issues 3SY117 Employment Issues
Issues ’SYIIB Environmental Intervention
Issues 3SY114 iLegal Issues
Issues 3SY201 Medico-Legal Issues
Issues 3SY119 j Refer rer Concern - No Clinical Abnormality
Issues 3SY120 iResettlement Issues
Issues 3SY116 Residential Issues
Issues 3SY115 Respite Issues
Language ’SY107 Communication Disorder
Language ’SYIIO Dysfluency
Language 3SY105 Language Delay
Language 3SY106 Language Disorder
Language ’SY109 Mutism
Language 3SY106 Ispeech Delay ................................ .
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Que,y1 0509/2000
ProblemCat ProblemCode ]I
Learning / Intellectual PSY009 Attention Abnormality
Learning / Intellectual PSY002 General Academic Under Achievement
Learning /  Intellectual PSY001 General Learning Disability
Learning/Intellectual PSY006 Memory Problems
Learning I Intellectual PSYÛ04 Specific Number Difficulty
Learning / Intellectual PSYD03 Specific Reading Difficulty
Learning / Intellectual PSY005 Specific Spelling Difficulty
Learning / Intellectual PSY007 Unusual Cognitive Pattern
Learning / Intellectual PSY006 Writing Difficulty
Mental Health PSY044 Autistic Features
Mental Health PSYD49 Fictional illness
Mental Health PSY048 Hypochondriasis
Mental Health PSY050 Hysteria/Conversion
Mental Health PSYD4S Obsessions /  Rituals
Mental Health PSY043 Personality /  Temperament Extreme
Mental Health PSY046 Psychotic Symptoms
Mental Health PSY047 Unusual /  Bizarre Behaviour
Mise PSY199 Other
Mise PSY131 Research
Mood PSY035 Depression/Misery
Mood PSYQ36 Euphoria / Expansive Drsinhibition
Mood PSY034 Fatigue / Lassitude
Mood PSY033 Irritability /  Moodiness
Mood PSY037 Mood Swings
Mood PSYD31 Poor Self Image
Mood PSY032 Self-Aggrandisement
Physical Health PSY055 Clumsiness / Co-ordination Difficulties
Physical Health PSY053 Deteriorating Condition of Unknown Origin
Physical Health PSY052 Deteriorating Organic Condition
Physical Health PSY056 Head Injury
Physical Health PSY051 Physical Disability / Deformity
Physical Health PSY202 Physical III Health
Physical Health PSY054 Physical Slowness
Physical Health PSY200 Plastic Surgery
Relationship • PSY060 General Family Relationship Problems
Relationship PSY066 General Social Skills Problem
Relationship PSY067 Marital /  Couple Difficulties
Relationship PSY062 Relationship Difficulties Multiple
Relationship PSY058 Relationship Difficulty Other Adults
Relationship PSY067 Relationship Difficulty Parents / Carers
Relationship PSY061 Relationship Difficulty Peers
Relationship PSYC69 Relationship Difficultv Siblings
Relationship 3SY063 Social Disinhibition
Relationship =SY065 Social Sensitivity /  Shyness
Relationship 3SY064 Social Withdrawal
School Problems ’SY113 School Discipline Problem
School Problems ’SY112 School Non Attendance - Other
School Problems 3SY111 School Refusal / Phobia
Self Injury ’SY030 Risk Taking
Self Injury ’57028 Self-Harm / Overdose
Self Injury ’57029 Self-Injurious Behaviour
Self-Care Problems ’SY122 .ncopresis /  Constipation
Self-Care Problems ’SY121 -nuresis
Self-Care Problems FSY123 ’oor Self- Care Skills
Self-Care Problems FSY129 reparation for Independence
Sexual F57089 Soncem About Sexuality
Sexual F57095 1amily Planning Issues
Sexual F57090 CSender Identify Problem
Sexual F57094 FIIV / AIDS ......................................
Sexual F57068 1■«appropriate Sexual Activity
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Ousryl 0609/2000
ProblemCat ProblemCode ProblemDescrtption
Sexual PSYD65 Inappropriately Sexuatised Behaviour
Sexual PSY091 Prpnancv Issues
Sexual PSY087 Promiscuity /  Prostitution
Sexual PSY092 Sex Education Problem
Sexual PSY093 Sexual Dysfunction
Sexual PSYC66 Sexual Misdemeanour /  Offence
Sleep PSY125 Problems Durinq Sleep
Sleep PSY124 Sleep / Wake Pattern Problems
Trauma & Abuse PSY070 Adverse Social Circumstances
Trauma 8 Abuse PSY079 At Risk
Trauma 8 Abuse PSY072 Bereavement /  Loss
Trauma 8  Abuse PSY074 Emotial Abuse
Traumas Abuse PSY076 Financial Abuse
Trauma 8 Abuse PSY071 Harassment /  Persecution Victim
Trauma 8 Abuse PSYD78 Multiple Abuse Problem
Trauma 8 Abuse PSYD77 Neglect
Trauma 8  Abuse PSY073 Physical Abuse
Trauma & Abuse PSY069 PTSD / At Risk
Trauma 8  Abuse PSY075 Sexual Abuse
Trauma 8  Abuse PSY068 Stress Reaction /Adjustment Reaction
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Appendix 5: Feedback to Service
Service Related Research Project
Dear Sir/ Madam,
This is to confirm thatl resented the findings of*pService
Related Research Project to the Learning Disability Speciality Meeting on the
Yours sincerely
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Anxiety and Disgust In Specific Phobias
JULY 2004
ABSTRACT
There is an accumulating literature indicating a relationship between disgust 
sensitivity and anxiety in a number of psychopathologies, such as phobias, OCD and 
eating disorders. However, there are few studies that attempt to address the issue of 
the directionality of the relationship between disgust and anxiety in anxiety disorders 
as a primary aim. This study therefore aims to assess whether anxiety mediates 
disgust, or disgust mediates anxiety. Specifically it was hypothesised that a 
manipulation that increased anxiety would also increase reported disgust sensitivity, 
and that increase would be generalised and not phobic specific. A non-randomised 
experiment was designed with three experimental groups, a phobic group (as both 
disgust and anxiety have been implicated in phobias), a socially anxious group (to act 
as an anxious control), and a non-anxious control group. The participants were drawn 
from a student population. A between-groups design was used with additional 
within-subject measures. Significant results were only found in the phobic group. 
Paired t-tests revealed that this experimental group became more anxious throughout 
the experiment as measured by an anxiety questionnaire. The phobic group also 
reported more disgust sensitivity according to Likert scale measures; however this 
was not reflected in their behaviour on the tasks or on the Disgust Sensitivity Scale. 
This offers limited support for the experimental hypothesis; however the findings 
were not as significant as expected. The results are discussed in terms of clinical 
applications and directions for future research.
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INTRODUCTION
Disgust has been categorised as one of the universal basic emotions (Ekman, 1992 as 
cited in Sawchuk, Lohr, Tolin, Lee, & Kleinknecht, 2000) and can be defined by 
physiological, expressive, behavioural and interpretative response components 
(Sawchuk et ah, 2000). These responses can be so strong that even imitation items 
can induce powerful disgust reactions. Historically, Darwin defined disgust as:
“.. .something revolting, primarily in relation to the sense of taste, as actually 
perceived or vividly imagined; and secondarily to anything that causes a similar 
feeling, through the sense of smell, touch or even eyesight” (Darwin 1872/ 1965 p253; 
as cited in Druschel & Sherman, 1999).
Definitions of disgust continue to largely focus on the concept of ingestion of 
something unpleasant: marked aversion aroused by something highly distasteful”
(Webster as cited in Druschel & Sherman, 1999). Given this powerful response and 
the links to the concept of ingestion, it has been suggested that disgust seems to serve 
the function of preparing an individual to avoid contact with the object of their disgust 
(Sharma, 2004).
Disgust research has progressed considerable since Darwin’s day and evidence 
identifying disgust as an important and distinct emotion is now beginning to come 
from neuro-imaging studies. Disgust has been shown to involve separate brain 
structures to related emotions such as fear. For example the amygdala is significantly 
activated by disgust-evoking but not fear-evoking pictures (Stark, Scienle, Walter, 
Kirsch, Sammer, Ott, Blecker, Vaitl, 2003). This difference in brain activity has been 
confirmed by other studies, (Shapira, Liu, He, Bradley, Lessig, James, Stein, Lang, & 
Goodman, 2003). Disgust has also been shown to have distinct physiological 
response such as decreasing heart rate, blood pressure and skin temperature along 
with an increase in salivation (Sharma, 2004).
Until recently, disgust was the least studied of Ekman’s universal emotions.
However, over the past 15 years, there has been a surge of literature examining the 
role of disgust in phobias, OCD and other anxiety disorders (Haidt, McCauley, &
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Rozin, 1994: Matchett & Davey, 1991; Rozin, Haidt, McCauley, Dunlop, & Ashmore, 
1999; Thorpe, Patel, & Simmonds, 2003; Tolin, Lohr, Sawchuk, & Lee, 1997).
Given the distinct brain structures and function involved in disgust, the physiological 
responses and implications in psychopathology, disgust is an important emotion, and 
one worthy of investigation in the context of psychopathology.
Defining Disgust
Whilst disgust has been placed as a universal emotion and increasingly researched, 
there has also been research into the individual differences in sensitivity to disgust 
evoking stimuli. Various tools have been developed to measure individuals’ disgust 
sensitivity (Haidt, McCauley, & Rozin, 1994: Rozin, Fallon, & Mandell, 1984; Walls 
& Hleinknecht, 1996), and with these an understanding has developed that disgust is 
not an homogenous concept but rather that this emotion is comprised of several 
different domains which all interact differently with different psychiatric and 
psychological disorders.
Perhaps the major distinction amongst types of disgust is between core disgust and 
animal reminder disgust (Rozin, Haidt, & McCauley, 1993). Core disgust refers to 
stimuli that include a sense of offensiveness, ideas around contamination and disease, 
and food rejection (Rozin & Fallon, 1987; Fallon & Rozin, as cited in Rozin et al.,
1999). This type of disgust is that referred to in the quotations by Darwin and 
Webster (see above) and is distinguished from distaste as the rejection is based on the 
origin of the food and its contaminating properties rather than bitterness per se. Core 
disgust has been described as the “omnivore’s dilemma” (Rozin, as cited in Rozin et 
al., 1999). That is the need to try new food to obtain a varied diet and yet to avoid 
parasites and disease. This type of disgust is not related to the taste of an item but 
rather its origins and potential contamination (Rozin & Fallon, 1987). Core disgust is 
therefore protective and helps to avoid potentially harmful foods or contamination. In 
line with this it has been found to be negatively correlated with sensation seeking 
behaviours (Rozin, Haidt, & McCauley, 1993). However, it is not an innate tendency 
as research has shown disgust behaviour is not found in children until the ages of 5/7 
years (Haidt, Rozin, McCauley & Imada, 1997).
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The second type of disgust, animal-reminder, has been suggested as the aversion to 
stimuli which serve as reminders of our origins as animals and of our own mortality, 
for example blood or death as these highlight our fundamental biological and animal 
nature (Haidt et ah, 1994; Greenberg, Pyszczynski, Greenberg, Solomon, Kluck, & 
Cornwell, 2001) and threaten human distinctiveness from animals. Becker (1973 as 
cited in Haidt et ah, 1997) developed a theory in line with this around the denial of 
death. This theory states that fear of death is the greatest fear in humans and 
consequently individuals try to hide their mortality and distance themselves from 
anything that reminds them of their mortality. Significantly a scale measuring fear of 
death was shown to be highly predictive of disgust sensitivity overall (Haidt et ah„ 
1994). Thorpe, Patel and Simmonds (2004) also note a predictive relationship 
between fear of death and Disgust Sensitivity.
Table 1: Differences between distaste, core dissust and animal reminder disgust
(Adapted from Rozin, Haidt, & McCauley, 2000)
Distaste Core Disgust Animal Reminder 
Disgust
Function Protect body from 
poison
Protect body from 
disease/ infection
Protect body and soul, 
denial of mortality
Elicitors Bad tastes Food/eating body 
products or animals
Sex, death, hygiene 
and envelope 
violations.
Rozin et ah, (Rozin, Haidt, & McCauley, 2000) summarise the difference between 
distaste, core disgust and animal reminder disgust (see table 1). These distinctions 
have cross-cultural validity (Haidt et ah, 1997) and also appear to have face validity 
as different concepts and have also been supported by various studies which indicate 
that different types of disgust are implicated in different disorders. For example, de 
Jong & Merckelbach (1998) found that spider phobia was associated with core disgust 
sensitivity whilst Blood-Injury Injection (BII) phobia was associated with animal
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reminder disgust. This trend is not as straight forward as might be thought however, 
as more complex interactions have been found in other studies. Sawchuk et al., 
(Sawchuk, Lohr, Tolin, Lee & Kleinknecht, 2000) found that disgust sensitivity was 
more generalised than this, as fear of contamination (related to core disgust) was 
present in both BII and spider phobics whilst animal reminder disgust was only 
present in BII. This suggests that whilst there may be more than one type of disgust 
the distinction between them is not categorical and the roles they might play in 
various disorders are unclear.
The understanding of disgust domains has been furthered by work by Haidt et al., 
(1994). These authors broke the two ideas of disgust into seven distinct disgust 
domains. They found that core disgust sensitivity could relate specifically to: animals 
(for example slugs and spiders), food (any rotting or decaying food product) and body 
products (such as faeces, mucus or pus). Animal reminder disgust was broken down 
into domains relating to: deviant sexual activities (such as incest or bestiality), 
hygiene (unclean items associated with dirt or germs), body envelope violation (cuts, 
wounds or infections), and death. They also highlighted the importance of so called 
“magical thinking” or “sympathetic magic”, which is comprised of two distinct rules. 
Firstly, the rule of contamination in which “.. .the properties o f one object are 
transferred by contact to another” (p208, Tsao & Mckay, 2004), and secondly, the 
rule that once an object has been in contact with a disgusting contaminant, it is always 
perceived as having this contact. This is the perception that contamination may occur 
even in circumstances in which it is apparent that no objective threat of contamination 
is present (Rozin & Fallon, 1987), for example not wishing to drink from a glass that 
has had mould in it, even after it has been thoroughly cleaned. This magical thinking 
can also occur when an object resembles a disgusting object, or through association. 
One of the most famous tests for this is a person’s willingness to drink soup after it 
has been stirred with an unused By-swatter (Haidt et al., 1994). Here the By-swatter 
is in fact clean; however, its association with dirt and germs renders it disgusting 
through magical thinking. It has been argued (Haidt et al., 1997) that is magical 
thinking is a core component of disgust: “Disgust is triggered primarily by the 
sensory properties o f an object, but by ideational concerns about what it is and where
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it has been. ” (p.2, Haidt et al., 1997). These seven domains and magical thinking 
formed the basis of the Disgust Sensitivity Scale (Haidt et al., 1994) which is one of 
the currently most frequently used tools to measure disgust sensitivity.
A separate study has supported the idea that there may be several different types of 
disgust which can be visually distinguished according to the facial movements elicited 
in response to such stimuli (Rozin, Lowery, & Ebert, 1994). In this study, 
participants were able to categorise facial expressions according to the disgust stimuli 
that might elicit them. Participants correlated highly in identification of facial 
expressions associated with, sour food, oral bum and irritation, bad smells, and eating 
used or decayed food. For example wrinkling of the nose was associated with bad 
smells, whilst animal reminder disgust types appeared to be more associated with a 
raised upper lip. The authors argue that this supports the idea that there are different 
types of disgust and that humans can distinguish the different sources of disgust via 
facial communications.
Measuring Disgust
Disgust has been measured predominantly by three techniques. The first and most 
frequently used method is that of self-report questionnaires. As indicated above, there 
are several self-report questionnaires designed to measure disgust sensitivity. The 
most frequently used is the Disgust Sensitivity Scale (DS; Haidt et al., 1994) which 
covers all seven disgust domains and was developed from the earlier Disgust 
Sensitivity Questionnaire (DSQ; Rozin et al., 1984) which related only the food items. 
The second most commonly used method involves measuring participants’ behaviour 
through Behavioural Approach/ Avoidance Tasks (BATs) or willingness to complete 
an action in general. The final and least used methodology involves measuring 
physiological responses (Hennig, Possel & Netter, 1995) or neuro-imaging techniques 
(Schienle, Schafer, Stark, Walter, Kirsch & Vaitl, 2003). The latter techniques have 
begun to be used more recently in attempts to quantify the subjective experience of 
participants. All three techniques have their own strengths and limitations, for 
example self-report data can often be unreliable, whilst a purely “objective” approach 
to a subjective experience clearly missed a lot of valuable experiential data.
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Disgust and Anxiety
Phobias
Having established what disgust is, its different domains and how it can be measured, 
one can begin to examine the recent disgust literature relating to anxiety. There is an 
accumulating body of research that indicates some form of relationship between 
anxiety and disgust in anxiety disorders. There have been a number of questionnaire- 
based studies that showed correlations between anxiety (and other personality traits) 
and disgust in both clinical and non-clinical populations (Mulkens, de Jong & 
Merckelbach, 1996, Wilson, Kumari, Gray & Corr, 2000). Initially, the research into 
disgust tended to focus on the role of disgust in specific phobias (Arrindell, Mulkens, 
Kok & Vollenbroek, 1999; Davey, 1994; de Jong & Muris, 2002). In particular, 
spider phobics have been studied, partly due to the high prevalence of spider fear - 
Davey quotes 55.1% of women and 18.1% of men as reporting fear of spiders (Davey, 
as cited in Davey, 1994) - and partly because disgust is usually reported as one of the 
main emotions elicited in response to the phobic stimuli. Studies have identified 
disgust sensitivity as an important factor in specific animal fear (Ware, Jain, Burgess 
& Davey, 1994), even if these animals are physically harmless, (such as slugs and 
spiders). However, the latter study found that disgust sensitivity is not correlated with 
predatory animals such as lions or sharks, suggesting that these are qualitatively 
distinct from other animal phobias.
Blood-Injection-Injury Phobia (BII) has also been extensively investigated with 
relation to disgust and anxiety (Page, 2003; de Jong & Merckelbach, 1998). Again 
there appears to be an important link between the two, however, this, as stated above, 
seems to differ from the disgust experienced in relation to specific animal phobias 
(Sawchuk et al., 2000) as animal reminder disgust was present in BII phobics but not 
spider phobics. Given that the domain of body envelope violations falls into the 
category of animal reminder disgust, this finding is, perhaps, not surprising.
Personality Characteristics
More recently research has begun to broaden away from phobias and address 
psychopathology more generally and the role of disgust in the aetiology and
140
maintenance of other anxiety disorders. Haidt (Haidt et al., 1994) found a positive 
correlation between disgust sensitivity and Neuroticism and a negative correlation 
with psychoticism as measured by the Eysenck Personality Questionnaire (Eysenck 
and Eysenck, 1975; in Haidt et al, 1994). Quigley (Quigley, Sherman & Sherman,
1997) found that disgust sensitivity was related to Obsessive Compulsive, Dependent 
and schizoid personality types using the DSM-III in a non-clinical population. 
Druschel & Sherman (1999) supported the results found by Haidt as Neuroticism and 
disgust sensitivity were found to be positively correlated and suggested that the 
important component was an individual’s susceptibility to psychological distress.
They went on to suggest that a person with high Disgust sensitivity is likely to be a 
person who tends to experience negative affect, is most likely to be “emotionally 
unstable" p745. They also found that a disgust sensitive individual is likely to show 
less openness, is likely to be less adventurous, replicating the findings relating to 
sensation seeking behaviour (Haidt et al., 1993). This study was limited to an 
undergraduate population but has been supported by more recent research which 
found that spider phobics are less adventurous and less outgoing and consequently 
more likely to avoid examination or contact situations in which they might learn about 
their fear stimulus and consequently reduce its perceived disgust (de Jong et al.,
2000). Therefore it could be that higher disgust sensitivity reflects a complex pattern 
of personality traits that prevent a person from challenging the maintenance cycle of a 
phobia.
Psychophysiological studies also support this connection between neuroticism and 
disgust sensitivity (Hennig et al., 1996). Hennig et al., found that people with higher 
neuroticism took longer to return to baseline slgA (secretory immunoglobulin A 
which is found in saliva) levels than people with lower Neuroticism following 
experience of disgust. However, the higher neuroticism group did not appear more 
sensitive to disgust overall according to self-report data.
Psychiatric Disorders
With regards to specific disorders, rather than generalised neuroticism, or personality 
variables, there is a mounting evidence base to suggest that disgust sensitivity may be
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implicated in specific psychiatric disorders. In particular there is developing evidence 
to suggest that disgust sensitivity plays a role in contamination-related Obsessive 
Compulsive Disorder (OCD; Power & Dalgleish, 1997; Stein, Liu, Shapira, & 
Goodman, 2001). This has been supported by studies that have found that disgust is 
the best predictor of washing and checking symptoms of OCD in a non-clinical 
sample (Mancini, Gragnani, & D’Olimpio, 2001; Thorpe et al., 2003). The Mancini 
et al., study also controlled for general distress symptoms and fits the theory of a 
relationship between disgust and some aspects of OCD. Other aspects of OCD, such 
as rumination and impulses, were best predicted by anxiety and depression ratings 
rather than disgust. This indicates that the importance of disgust sensitivity is specific 
to some aspects of OCD and not others.
A recent study examined the role of disgust in contamination fear (Tsao & McKay, 
2004). This study used Behavioural Avoidance Tasks (BATS) to study the responses 
of three non-clinical population groups, those with high contamination fear, and those 
with high and low anxiety. This study found more differences between the low 
anxiety and contamination groups rather than the high anxiety and contamination 
group, supporting a role for disgust in disorders where contamination fears play a 
role, such as OCD. This study found that differences in performance were not 
explained by generalised anxiety (i.e. trait anxiety) but rather that responses were 
affected by disgust sensitivity, particularly on animal and magic domains. However, 
this study did not examine the direction of the interaction and so again a causal 
relation cannot be identified.
Muris (Muris, Merckelbach, Nederkoom, Bassin, Candel, & Horselenberg, 2000) also 
found a link between OCD symptoms and disgust in a nonclinical sample. However, 
the latter study used the DSQ (Rozin et al., 1984) which focuses solely on the food 
aspects of disgust and is not as broad as the DS which addresses all seven domains of 
disgust sensitivity and again relies on self-report data rather than more accurate 
behavioural data. It is also important to note that different results may occur in 
clinical populations.
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The theory that disgust and anxiety may be connected in OCD is supported by recent 
findings which appear to indicate increased blood flow and metabolism in orbito- 
frontal and striatal regions of brain (Breiter and Rauch as cited in Mancini et ah,
2001) in OCD, and research which implicates these regions in the emotion of disgust 
(Gray, Young, Barker and Curtis, 1997; in Mancini et ah, 2001).
Theories o f Disgust and Anxiety
Given the evidence to suggest not only a correlation between anxiety and disgust, but 
also the evidence that suggests that disgust sensitivity has an important role to play in 
anxiety disorders, it is inevitable that theories should develop to explain this 
interaction. There are two main theories in this area; 1) that disgust sensitivity 
mediates anxiety, and 2) that anxiety mediates disgust sensitivity.
Disgust mediational theory
Davey (1994) proposed a disgust mediational hypothesis in an extension of 
Seligman’s preparedness theory (Seligman 1971). Davey suggested that fear of 
spiders stems from a disgust-related dread of disease (Matchett & Davey, 1991) as 
phobias do not always involve fear (Arrindell, 2000). From self-report questionnaires 
in phobics, Matchett and Davey concluded that there are two types of phobic stimuli. 
Firstly there are those that can be categorised as fearful (i.e. predatory animals), and 
secondly as disgusting stimuli (contaminants capable of causing illness) (Davey 
1994). From this Matchett and Davey and others have argued that high disgust 
sensitivity predisposes an individual to develop phobias of disgust relevant stimuli.
If disgust mediates anxiety then one would expect to see a correlation between disgust 
sensitivity and anxiety, whereby exposure to disgusting stimuli would lead to an 
increase in anxiety but an increase in anxiety would not lead to an increase in reported 
levels of disgust. One would also expect that if an individual’s disgust sensitivity 
were reduced, their anxiety in these situations would also reduce. In line with this 
theory, Davey (1994) found that fear of invertebrates and fear-relevant animals was 
significantly related to disgust sensitivity. This is supported by the finding that spiders 
were ranked as the most disgusting stimulus by spider phobics (Thorpe & Salkovskis,
143
1998). Other studies support this theory and have come to similar conclusions by 
using a cookie test (Andrea, 1996; in de Jong, Vorage, & van-den-Hout, 2000). In 
this study spider phobics were compared with people with wasp phobias. Both groups 
ranked equally on phobic measures, however, the wasp phobics rated their object as 
less disgusting than the spider phobics. Both groups were asked to eat a biscuit that 
had come into contact with their feared animal. Whilst both groups measured equally 
on fear, the wasp phobics were more willing to eat their cookies as the disgust 
measures were lower. This, it can be argued, indicates that whilst there is clearly a 
connection between fear and disgust in fear of animals, it is likely that disgust 
sensitivity, rather than fear per se, is more central to some animal phobias, (Ware,
Jain, Burgess & Davey, 1994).
Webb & Davey (1992) found evidence to support the hypothesis of a contribution of 
disgust sensitivity in the aetiology of small animal phobias. In a study where 
participants were asked to watch either a violent, disgusting or neutral video, they 
found that exposure to the violent stimulus only increased fear of predatory animals 
(e.g. lions and sharks) whereas exposure to the disgusting stimuli increased fear of 
both disgusting (e.g. rats, slugs and spiders) and fear-relevant animals. In a similar 
theme, Sawchuk also found that spider fearful people have higher disgust sensitivity 
to general disgust elicitors not just spider specific stimuli (Sawchuk, Lohr,
Westendorf, Meunier, & Tolin, 2002a). This suggests that higher general disgust 
sensitivity predisposes individuals to spider phobia.
However, support for this theory also comes from studies looking at several other 
anxiety disorders, most notably contamination fear disorders. Phillips, Fahy, David 
and Senior (1998) suggested that disgust underlies a broad range of anxiety disorders, 
including social phobia and OCD. This was supported by another paper (Woody & 
Teachman, 2000) who argue for the role of disgust in other anxiety disorders such as 
Obsessive-Compulsive Disorder.
However, as mentioned above, disgust sensitivity can be categorised as either core, or 
animal reminder. Only one study has attempted to identify which domains mediate
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anxiety, such as the contamination fear in OCD, in order to further assist intervention 
(Olatunji, Sawchuk, Lohr, de Jong, 2004). This study used the DS and also the 
Disgust Emotion Scale (DES, Walls & Kleinknecht, 1996) to measure disgust 
sensitivity in a nonclinical population. A relationship between Disgust sensitivity and 
contamination fear was identified, supporting previous research. It was also found 
that, in general, most disgust domains predicted contamination fears, but that animal 
reminder disgust domains were more predictive overall. This appears to confirm de 
Jong and Merckelbach’s (1998) idea that different types of disgust may be related to 
different psychological disorders.
Investigating the direction of the correlation between disgust sensitivity and anxiety, 
Mulkens et al (Mulkens et al., 1996) attempted to investigate if DQ results were 
connected with introversion and Neuroticism that is, if the DQ is actually contributing 
to personality traits that are important in phobias rather than disgust sensitivity itself. 
A tea scale test was used to measure if spiders were associated with dirt or disgust in 
phobics (in female undergraduates). This test involved asking participants to rate the 
taste of tea when presented in a clean cup and one with tea scale on the sides 
suggesting contamination and a lack of cleanliness. This study found that, even once 
other personality traits had been controlled for, Disgust Sensitivity was still related to 
spider phobia. This suggests that the DQ is measuring Disgust sensitivity as an 
independent concept and not merely measuring other personality characteristics.
Anxiety is primary:
Some critics of the disgust mediational theory have stated that it seems like a post-hoc 
explanation (McNally, 2002). It has also been stated that if disgust is primary it must 
be shown to account for the variance separately from fear. Whilst this appeared to be 
true of the study by Smits et al, it was not found to be the case in a group of Blood 
Injury and Illness (BII) phobics (Kleinknecht, Kleinknecht, & Thorndike, 1997). 
Another study (Koch et al., 2002) failed to find evidence for generalised disgust 
sensitivity in BII phobics and non-phobics. There is some suggestion, however, that 
BII phobias are qualitatively different from specific phobias (Kleinknecht et al., 1997) 
and consequently should be treated as a separate group.
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Other studies have criticised the methodology used by Davey (1994) in his initial 
paper proposing the mediational hypothesis. Arrindell suggested that Davey did not 
adequately investigate other variables and used multiple regression techniques in a 
non-clinical populations and found little support for Davey’s assumption (Arrindell et 
ah, 1999). This study controlled for fear of contamination, sex roles, neuroticism, 
psychoticism and disgust sensitivity and found that, despite retaining the predictive 
value of sex in animal fears, once all other variables had been controlled for, disgust 
sensitivity either lost its predictive capacity, or predicted fear of farm or fear-relevant 
animals across the sexes in a very complex manner. They also found that age acted as 
an important variable in establishing fear of farm animals. They therefore argue that 
whilst gender plays a role, placing disgust sensitivity alone as a mediating factor in 
fear of animal is at best simplistic. Therefore a second major theory has been 
developed which states that anxiety mediates disgust sensitivity. This theory would 
again expect to find a correlation between measures of disgust sensitivity and anxiety 
but would expect that increasing anxiety would lead to an increase in disgust sensitive 
behaviour and that this should relate to general disgust rather than only disgust related 
to the source of the anxiety (i.e. general increase in disgust rather than just to spiders 
in spider phobics).
Thorpe and Salkovskis (Thorpe & Salkovskis, 1998) propose that there is little 
evidence to place disgust centrally in the role of phobias. They argue that disgust is 
an epi-phenomenon to the primary phobic fear response, an amplified part of the 
primary fear response. This was supported by a study in 1995 in which disgust 
cognitions did not correlate with any measures of phobic intensity (Thorpe and 
Salkovskis, 1995). Similarly disgust was not related to interference or the amount of 
avoidance displayed. Therefore, Matched and Davey’s suggestion that disgust leads 
to avoidance (disease avoidance model) was not confirmed. It was therefore 
concluded that disgust does not modulate the intensity of the fear felt but is part of the 
negative affect associated with the phobic stimuli (Thorpe & Salkovskis, 1998) and 
may be amplified when associated with a phobic object.
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It has been suggested (Woody & Teachman, 2000) that the relationship between 
anxiety and disgust sensitivity is in fact bi-directional - that fear and disgust interact to 
amplify each other. Research to support this comes in particular from BII phobias.
For example, Page (2003) argues that it is the intersection of fear and disgust in such 
phobias that results in fainting. Page goes on to argue that in the normal population, 
normal reactions of fear to BII are exacerbated by disgust and, therefore, the disgust 
threshold is in part responsible for the development of a phobia following an initial 
traumatic or fear event.
Other studies have placed some limitations on the role of disgust sensitivity as a 
mediating factor in anxiety disorders. For example, Mûris et al (Mûris, Merckelbach, 
Schmidt, & Tierney, 1999) found that disgust sensitivity was correlated with a broad 
range of anxiety disorder symptoms in a non-clinical population of children.
However, this correlation was primarily due to trait anxiety and, once this was 
controlled for, only specific phobias and separation anxiety were correlated with 
disgust - although the correlations were modest. They therefore doubted that disgust 
sensitivity contributed to as broad a range of anxiety disorders as has been 
hypothesised. This was supported in part by Mûris et ah, (2000) who found some 
links between disgust sensitivity and agoraphobia, but not depression or eating 
disorders, suggesting, therefore, that disgust is not a central underlying factor in a 
broad range of psychopathological conditions as Phillips suggests (Phillips et ah, 
1998).
A final point to note in the relationship between disgust and fear in phobias has been 
propounded by Sawchuck (Sawchuk et ah, 2000). He suggests that both are present 
in a phobia but the specific label given to the emotion felt in the presence of the 
phobic stimuli depends on the conditioned response and the context of exposure, and 
individual threat beliefs. For example fear is predominant in animal phobias and 
disgust in predominant in BII phobias (Sawchuk et ah, 2000).
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Given the mixed evidence surrounding the direction of the relationship between 
disgust sensitivity and anxiety this study aimed to clarify whether disgust sensitivity 
mediates anxiety or whether anxiety is implicated in the disgust response.
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RESEARCH AIMS AND HYPOTHESES
To summarise the above, there is an accumulating literature indicating a relationship 
between disgust sensitivity and anxiety in a number of psychopathologies. However, 
whilst the disgust mediational theory has significant evidence, there is also 
considerable evidence to suggest that fear may mediate disgust or at least that there 
may be some bidirectional interaction. There remain far fewer studies that have as 
their primary aim this issue of the directionality of the relationship between disgust 
and anxiety in anxiety disorders. Given that the existing body of evidence has placed 
disgust as an important factor in several psychological disorders, it is important to 
begin to understand the exact role that disgust may play in these disorders, and its 
relationship with anxiety. This study therefore aims to assess whether anxiety 
mediates disgust, or disgust mediates anxiety. In order to do this an experimental 
design was felt appropriate as it allows for the manipulation of both anxiety and 
disgust and measurement of the impact of such manipulations. As specific phobias 
have been shown to have elements of anxiety and disgust people with phobias were 
sought as an experimental group. In order to control for the possibility that phobic 
anxiety is unique and therefore not generalisable, another experimental group was 
sought in which disgust was not prominent -  this was the socially anxious group. 
Finally, a group of non-anxious control was sought to control for the effects of 
anxiety in general. It would also have been possible to compare with other groups 
who experienced depression but not anxiety, or to compare with people who had OCD 
as this has been shown to involve Disgust and anxiety, however, for the purposes of 
this study it was felt most appropriate to use a control group where anxiety was not 
implicated.
Previous research has indicated that further research should incorporate the use of 
behavioural measures, such as BATs (Behavioural Advance/ Avoidance Tasks), to 
investigate disgust sensitivity in addition to self-report measures as this would help to 
provide a more ecologically reliable finding than merely relying on questionnaire 
methods (Woody & Teachman, 2000). Therefore it was decided to include BATs as a
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behavioural measure in addition to using a questionnaire. The DS was selected for 
use as it is more general than the DSQ and previous research has highlighted the 
importance this measure as a preference (Mûris et al 2000).
Some studies have examined the impact of gender on disgust sensitivity (Arrindell et 
ah, 1999; Davey, 1994). Druschel (Druschel & Sherman, 1999) found that disgust 
sensitivity did vary according to gender, with women reporting higher levels of 
disgust sensitivity. This seems to be fairly typical of findings investigating the role of 
gender, whether biologically or culturally defined (Wronska, 1990: Davey, 1994). As 
females have higher disgust sensitivity than males, Davey (1994) concluded that 
disgust could be held responsible for the fact that more women than men have animal 
fears. Arrindell et ah, (1999) found that biological sex predicted self-report of animal 
fears regardless of disgust sensitivity, This held true even when personality factors 
and sex roles were taken into consideration. Disgust sensitivity only predicted high 
levels of fear in fear-relevant animals in females but not males.
Similar results were found in a non-clinical population (Tucker & Bond, 1997). 
Participants were given several measures of disgust and fear. Using the general 
disgust questionnaire, it was found that femininity (where femininity is defined as an 
assumed sex role or set of personality traits rather than defined as a biological 
concept) correlated with all measures of animal fear, for harmless, predatory, and 
fear-relevant animals, whilst masculinity did not. Disgust was not found to predict 
fear of predatory animals; however it did predict fear of repulsive animals whilst 
femininity did not. The authors propose that femininity predisposes to a general fear 
of animals which is then varied by disgust and characteristics of the animal in 
question; however, no effects were found using Rozin’s (1984) DSQ, which focuses 
on food.
Given the bias towards phobias (Davey, 1994) and anxiety disorders in women 
several of the studies examining the role of disgust in anxiety disorders have used an 
exclusively female population (de Jong, Vorage, & van den Hout, 2000; de Jong, 
Peters, & Vanderhallen, 2002, Mulkens, de Jong & Merckelbach, 1996). This was the
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method proposed for use in the current study as it was felt that the anxiety condition 
would be gender specific due to slightly increased incidence of social anxiety in 
females (Schneier, Johnson, Hornig, Liebowitz, & Weissman, 1992). It is also noted 
that it would be difficult to recruit adequate numbers of men for the study given the 
high number of female psychology undergraduates and the higher number of women 
reporting phobias. It was felt that these factors combined would make it difficult to 
statistically control for gender differences.
Socially anxious females were selected as a control group as a group in whom it 
would be possible to easily and ethically induce anxiety, but who should not 
necessarily have any higher sensitivity to disgust. These would therefore form a 
group in which anxiety could be manipulated (Stopa & Clark, 2000) to serve as a 
control for the phobic group who it was expected would have higher disgust 
sensitivity.
Following on from the literature review conducted above this study aimed to test the 
hypothesis that anxiety mediates the effect of disgust sensitivity. In terms of this 
experiment this can be broken down into the following specific hypotheses:
1. Self-reported anxiety and disgust sensitivity will be highly correlated.
2. Those participants whose anxiety is increased (as measured by the self 
report anxiety Likert scales) after the anxiety manipulation (either 
exposure to pictures of phobic object or video-recording depending on 
experimental group) will also show an increase in disgust sensitivity (as 
measured by the behavioural measures and the self-report disgust Likert 
scales). Those who do not show an increase in anxiety will not show an 
increase in disgust sensitivity.
3. This increased disgust sensitivity will be generalised and not only related 
to the phobic anxiety objects.
4. Exposing participants to disgusting stimuli will not lead to an increase in 
anxiety in general.
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METHODOLOGY
Statement o f design
A non-randomised experimental design was used with three experimental groups.
The main outcome measures were anxiety (measured by the State Trait Personality 
Inventory and self-report Likert scales) and disgust sensitivity (measured by self- 
report Likert scales, the Disgust Scale and behavioural responses) both pre and post 
an anxiety manipulation.
Design:
Participants with disgust-related specific phobias, as measured by the General Phobia 
Questionnaire (Thorpe & Salkovskis, 1995) for the purposes of this research, were 
allocated to Group A, Participants who scored highly on the Fear of Negative 
Evaluation scale (FNE; Watson & Friend, 1969), a measure of social anxiety, were 
placed into group B and those who scored neither were placed into the control group, 
C. Participants who had both a phobia and high fear of negative evaluation were 
allocated to group A, but flagged up for attention. After completing this battery, 
participants were invited to complete a series of disgust related tasks (see Table 2 for 
time line).
The tasks were presented in two clusters of six tasks (including one compliance task) 
with an anxiety manipulation in the middle. Anxiety and disgust were measured after 
each task through self-report Likert scales. An additional anxiety questionnaire was 
completed after the first cluster of tasks and a disgust questionnaire at the end of the 
experiment. The order of presentation of the two clusters of six BATs was alternated 
within each group of participants to check for order effects. All three groups of 
participants followed the same procedure. Each task could achieve a maximum of six 
points for completion, if only partially completed a pro rata score was given.
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Table 2: Time Line for Experimental procedure
Time Group A 
(GPQ>13)
GroupB 
(FNE > 20)
Group C 
(Control)
Rationale
One week 
prior to 
experiment
Administer:
GPQ
FNE
DS
STPI
Administer:
GPQ
FNE
DS
STPI
Administer:
GPQ
FNE
DS
STPI
Enable allocation 
to experimental 
group, provide 
baseline measures.
Experiment Administer:
DS
STPI
Administer:
DS
STPI
Administer:
DS
STPI
Provide measures 
of anxiety and 
disgust sensitivity 
immediately prior 
to experimental 
phase.
Experiment First 6 BATs 
each followed 
by disgust and 
anxiety Likert 
scales
First 6 BATs 
each followed 
by disgust and 
anxiety Likert 
scales
First 6 BATs 
each followed 
by disgust and 
anxiety Likert 
scales
Measure self 
reported anxiety 
and disgust 
sensitivity and 
disgust behaviour.
Experiment Administer:
STPI
Administer:
STPI
Administer:
STPI
Measure changes 
in anxiety 
following exposure 
to disgusting 
stimuli
Experiment Anxiety 
Manipulation 
-  pictures of 
phobic object
Anxiety 
Manipulation 
-  start video­
recording
Anxiety 
Manipulation 
Control -  look 
at plant 
pictures
Increase anxiety
Experiment Second 6 
BATs each 
followed by 
anxiety and 
disgust Likert 
scales
Second 6 
BATs each 
followed by 
anxiety and 
disgust Likert 
scales
Second 6 
BATs each 
followed by 
anxiety and 
disgust Likert 
scales
Measure anxiety, 
self reported and 
behavioural disgust 
sensitivity 
following increase 
in anxiety
Experiment Administer:
DS
Administer:
DS
Administer:
DS
Measure final self 
reported Disgust 
Sensitivity.
DS = Disgust Sensitivity Scale, STPI = State and Trait Personality Inventory, FNE = 
Fear of Negative Evaluation Scale, GPQ = General Phobia Questionnaire, BAT = 
Behaviour Advance/ Avoidance Test
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Participants:
Number of participants:
A Power analysis (Gpower, Erdfelder, Paul, & Buchner, 1996; see Appendix 1) using 
an F-test indicated that a total of 66 people were needed. This was given an 
anticipated large effect size (0.4) a 0.05 alpha and a power of 0.80, critical F = 3.1428. 
Previous studies have identified large enough effect sizes for disgust to warrant using 
even smaller samples (McKay, 2002, Tsao & McKay, 2004). Ideal numbers were as 
follows:
a) 22 participants with disgust relevant phobias (e.g. spider, slug, mouse 
phobia) as measured by the General Phobia Questionnaire
b) 22 participants rated as high in social anxiety on the Fear of Negative 
Evaluation Scale.
c) 22 in control group who meet neither of the above criteria
d)
Details of Participants:
Participants were recruited via posters in the University Department of Psychology 
(see Appendix 2, see also appendices 10 & 11 for information sheet and consent 
form). An email was also sent to all undergraduate psychology students asking for 
participants. In total 69 participants were recruited ranging between 18-47 years old 
with a mean of 24.06, standard deviation 5.566 (See Table 3). There were 23 
participants in the phobic group, 14 in the socially anxious group and 31 participants 
in the control group. Only one participant did not complete the compliance tasks (see 
below). This participant was on a strict diet and did not wish to consume anything. 
Consequently this participant was removed and not included in the statistical analysis. 
The participants were mostly from a White British background (n= 58), there were 
also four participants from a mixed ethnicity, four participants from a White Other 
background, one Asian and one black participant. All participants were female. As 
many participants in the socially anxious or control group reported a phobia that was 
below the cut off required for placement in the phobic group, a breakdown of the
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object of the reported phobias (i.e. spiders, rats etc.) was also conducted. This found 
no differences in the object of phobias between groups, although, obviously, the 
phobic group reported significantly higher scores on the GPQ.
Table 3 (below) shows the mean ages of participants by group as well as the number 
of participants allocated to each experimental group.
Table 3: Age-Descriptive statistics by experimental group
Experimental
Group
Number Mean age Standard
deviation
Standard
Error
Phobia 23 22.35 4.041 0.843
Socially
Anxious
14 24.79 4.902 1.31
Control 31 25 6.588 1.183
Total 68 24.06 5.566 0.675
Group Characteristics
Examination of the means showed that as expected, the socially anxious group had the 
highest FNE scores whilst the phobia group had the highest GPQ (see Tables 4 & 5). 
Initial one-way ANOVAs revealed, as expected, that the difference between the 
groups in mean score for the FNE (F = 32.501, df = 2, p= 0.001) and GPQ was 
significant ( F = 26.309, df = 2, p=0.001). This was confirmed by a Tukey’s HSD 
post hoc analysis which indicated that the phobic group had significantly higher GPQ 
scores that either of the other two groups who were not different from each other. A 
Tukey’s HSD post hoc analysis also revealed that all three groups had significantly 
different FNE scores with the control group scoring lowest and the socially anxious 
group highest. It was also found that there were no between group differences in DS 
scores which is somewhat surprising given that previous literature indicates that 
people with specific phobias report higher levels of disgust sensitivity than other 
populations.
The most commonly reported phobia was that of spiders. Twenty people reported a 
spider phobia and of these 11 were clinically significant and placed in the phobic 
experimental group. Other reported phobias in the phobic group included: snakes
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(n=4), rats (n=3), cockroaches (n=2) and insects in general (n=3). This is in line with 
previous research which has found snakes, spiders, rats and cockroaches to be the 
most consistently feared animals (Davey, 1994).
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Table 4: Descriptive Statistics for Baseline FNE scores
Group Mean Std. Dev. Minimum Maximum
Phobia 19.48 5.759 10 30
Socially
Anxious
25.36 2.845 21 30
Control 12.74 5.440 2 20
Table 5: Descriptive Statistics for Baseline GPQ scores
Group Mean Std. Dev. Minimum Maximum
Phobia 17.26 2.911 14 24
Socially
Anxious
9.29 5.136 0 16
Control 5.87 6.443 0 20
Whilst some of the phobic group also had high FNE scores (n=6), the manipulation in 
this group was one of phobic rather than social anxiety. Those participants with non­
disgust relevant phobias are included in these analyses and account for the larger than 
expected maximum results for the GPQ in both socially anxious and control groups.
Exclusion criteria:
All ages were included. Participants who reported a phobia that was not disgust 
relevant (such as heights, storms etc.) were then included in the control group instead 
of the phobic group and consequently not excluded. The sample was an all female 
sample, however beyond this there were no exclusion criteria.
Measures Used
(see Appendices 3 - 6  for copies o f measures):
Fear of Negative Evaluation Scale (FNE, Watson & Friend, 1969).
This consists of 30 statements to which the individual responds either Yes or No (See 
Appendix 3). For example: “/  am afraid that others will find  fault with me”. The 
items are summed to achieve a total score of between 0-30. Respondents are 
categorised as high (>21), medium (18-20) or low (<18) for fear of negative 
evaluation. High results are consistent with high social anxiety.
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State and Trait Personality Inventory -  Revised (Spielberger. C, in press)
This measure (See Appendix 4 & 9), currently in press, is a development of the State 
and Trait Anxiety Inventory. It consists of eight 10-item scales for assessing state and 
trait anger, curiosity, anxiety and depression. The anxiety scales are developed from 
the STAI items, whilst the anger scales are from the STAXI (Spielberger, Reheiser, 
2003). Each item consists of a statement to which the respondent must chose one of 
four responses. The respondent is required to complete the first 40 items with 
reference to how they feel now on a scale of 1-4, from “not at air to “very much so”, 
for example, “I  am tense On the second 40 items, trait anxiety, the participant 
completes a similar 1-4 rating with reference to how they generally feel from “almost 
never” to “almost always”, for example, “I  worry too much over something that really 
does not matter”. As this is not yet published, there is little available information on 
its reliability and validity, however, the previous version was found to have alpha co­
efficients of 0.88 - 0.92 for trait anxiety and alpha coefficients of between 0.91 and
0.94 for state anxiety on American adults (Spielbger, Jacobs, Crane, Russell, 
Westberry, Barker, Johnson, Knight & Marks, 1979). The STAI (Spielbeger, Gorsuch 
& Lushene, 1970), on which the anxiety aspects of the STPI were based has been 
shown to have test-retest reliability of 0.73-0.86 over intervals of 20-104 days 
(Speilberger & Reheiser, 2003). Cronbach Alpha co-efficients were shown to be 
between 0.86 and 0.93 for the state and trait scales.
The General Phobia Questionnaire (GPQ, Thorpe & Salkovskis, 1995)
This questionnaire (See Appendix 5) is based on the Spider Phobia Questionnaire by 
(Watts & Sharrock, 1984). It has been modified to encompass any phobia. It is a 
self-completed questionnaire in which the respondent is required to name the object of 
their phobia and then answer 30 yes/ no questions such as: “Are you always on the 
lookout for them? ” Each item is scored either 0 or 1 with a cut off of 14 being 
required as evidence for the presence of a phobia. Information on validity is not 
available for this measure.
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Disgust Sensitivity Scale (DS. Haidt, McCauley, & Rozin, 1994)
This questionnaire consists of 32 items measuring disgust across seven domains 
(Food, animal, body-envelope violation, body products, hygiene, death, and sex) and 
also examines magical thinking (See Appendix 6). Each of these sub scales is 
comprised of four items of the questionnaire. Overall the DS has 16 statements 
requiring True/ False responses, for example: ‘7/ would bother me tremendously to 
touch a dead body”, and also asks respondents to rate 16 behaviours on a Likert scale 
rating from Not at all Disgusting to Very Disgusting, for example: “Tow are walking 
barefoot on concrete, and you step on an earth worm”.. Whilst there are several self- 
report measures of disgust sensitivity this was chosen as, unlike the Disgust 
Sensitivity Questionnaire (DSQ, Rozin et ah, 1984) which focuses on food, it assesses 
disgust across all seven hypothesised domains. The DS has been shown to have 0.79 
test -retest reliability using the Spearman-Brown formulation. Haidt, McCauley & 
Rozin (1992) also report inter-item correlations ranging between 0.2 and 0.53.
Quigley et al (1997) report item-total correlations of 0.38 and a Cronbach’s alpha was 
0 .86 .
Likert Scales.
After each task the participant was asked to complete a Likert Scale (See appendix 7) 
ranging from “Not at all Disgusting” (1) to “Extremely Disgusting” (9). They then 
completed a second Likert scale rating their own anxiety level from “Not at all 
Anxious” (1) to “Extremely Anxious” (9). The FNE has been shown to have good 
internal consistency (alpha = 0.94), good test-retest reliability (r = 0.78, Spurr & 
Stopa, 2003).
Tasks
Taken from Rozin et al (1999) ten behavioural tasks were used. The procedure for 
using these tasks was also replicated from the above paper. Deviations worth noting 
were that three tasks were removed due to their high correlation with embarrassment 
in Rozin’s findings (inflating an unused condom, pretending to be a chicken and 
touching an unused tampon to their lips) as they may have been a confound in the
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socially anxious group. Two further tasks were removed due to possible distress 
levels (a task involving sticking pins into a real pigs head, and one involving cremated 
animal ashes which participants were told were human ashes and asked to touch or 
eat). After these amendments had been made, the ten tasks were chosen which Rozin 
found to correlate most highly with the overall disgust behaviour in participants.
For each task the participant was asked if they were willing to complete an action, if 
they responded positively, then they were asked to carry the action out. Each task 
was scored out of six for degree of completion, ensuring that it was possible to 
achieve the same total score for each BAT. The tasks were split into two clusters of 
six (including a non-disgust relevant compliance task in order to check that results 
were not due to this factor). Each cluster was broadly equal in ratings of disgust 
behaviour (based on Rozin et al 1999).
The scripted tasks for this experiment were piloted on ten participants using imaging 
techniques to ensure that each of the two clusters of the experiment were rated as 
equally disgusting, and cover a range of levels so as to avoid a ceiling or floor effect. 
The high number of tasks involving body product or animal related disgust is 
reflective of Rozin et al.’s finding (1993) that these are the most predictive of overall 
disgust scores.
The tasks and scripts used were as follows:
Cluster 1
1. Mucus: A toy head with simulated mucus dripping from its nostrils (safe 
for humans).
A) Are you willing to touch the mucus?
B) Are you willing to put it in your hand?
C) Are you willing to touch it to your lips?
D) Are you wiling to put it in your mouth?
2. Dog-faeces sweet: A chocolate sweet shaped like dog faeces was placed 
on a plate.
A) Are you willing to touch it?
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B) Are you willing to pick it up in your hand?
C) Are you willing to touch it to your lips?
D) Are you willing to take a bite?
3. Mealworm: A live mealworm was placed on a plate in front of the 
participant and identified.
A) Are you willing to touch it?
B) Are you willing to pick it up in your hand?
C) Are you willing to touch it to your lips?
4. Worm lollipop: A flavoured lollipop with a worm inside it.
A) Are you wiling to unwrap the lollipop?
B) Are you willing to touch the lollipop to your lips?
C) Are you willing to put the lollipop in your mouth?
D) Are you willing to suck the lollipop?
5. Cockroach: A dead, sterilised cockroach was placed in a container.
A) Are you willing to look at it?
B) Are you willing to touch it with your fingertip?
C) Are you willing to hold it?
D) Are you willing to touch it to your lips?
Cluster 2
6. Grasshopper: An edible grasshopper coated in chocolate was removed from its 
packaging and placed on a plate. The participant was informed that it was an 
edible grasshopper covered in chocolate.
A) Are you willing to touch it?
B) Are you willing to pick it up in your hand?
C) Are you willing to touch it to your lips?
D) Are you willing to take a bite?
7. Slime and coin: A slimy substance created from food stuffs was placed in a 
glass. It was explained to the participant that it was made from food items.
A) Are you willing to touch it with your finger?
A coin was then dropped into the glass
B) Are you willing to get the coin.
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8. Ketchup: A biscuit was placed on a plate. Ketchup was then squeezed onto 
one side of the biscuit.
A) Are you willing to take a bite of the dry side?
B) Are you willing to take a bite of the ketchup side?
9. Cyanide: A container with sugar in it was placed in front of the participant. 
The container was labelled “Soluble cyanide” and with a poison sign. The 
experimenter explained that it was sugar and that the experimenter had 
labelled it. Water was then added.
A) Are you willing to take a drink?
10. Juice and Comb: Squash was poured into a glass. The squash was then stirred 
with a new comb. The experimenter explained that the comb was new.
A) Are you willing to take a drink?
Compliance Motivation Tasks:
1. A Glass of ice water was placed in front of participant.
A) Are you willing to place your hand in the glass?
2. A bag of Crisps was open in front of the participant.
A) Are you willing to take one and eat it?
Materials:
The experimenter created many of the materials whilst, others such as the chocolate 
covered insects, and worm lollipops were ordered from specialist internet companies. 
The mucus was created from a vegetarian gelatine product, flour and food colouring. 
The dog-faeces sweets were moulded from melted chocolate whilst the slime was 
created from flour, water, tomato juice and food colouring.
Tissues and moistened cleansing wipes were available on the table for participants to 
use at any point.
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Ethical Issues:
A research proposal was submitted to the University of Surrey ethics committee and 
approved in December 2003 (See Appendix 8). Although the population studied was 
non-clinical, provisions were still made in case any individual became distressed. In 
such an instance, the experimenter had the details of the student counselling centre 
and a national telephone listening service which could be provided to the participant.
It was also made explicitly clear to participants that they were under no obligation to 
complete any of the tasks and could pull out at any point. This was particularly 
reiterated before introducing the anxiety manipulation and clear explanations of what 
was about to happen were given to the participant. If any participant became unduly 
distressed the experiment would be terminated. Participants were informed in the 
information sheet that they may be videoed or may have to look at pictures of their 
phobic object during the experimental stage. This helped to ensure that only 
participants who felt able to manage the anxiety that this might cause volunteered. 
Although the use of videoing has been shown to increase anxiety, (Boucsein & 
Wendt-Suhl, 1980; Spurr & Stopa, 2003) experiments using a similar procedure to 
this have found that the anxiety increase is minimal and that subjects actually reported 
enjoying the tasks, despite the anxiety condition (Thorpe & Hotine, in preparation). 
There was also a short debriefing session at the end of the experiment for those 
participants who wished it.
It was considered ethical to offer participants a course credit for participation, as they 
gave a considerable amount of their time in order to support this research. The 
research was conducted in accordance with the guidelines set down in the BPS 
document “Code of Conduct, Ethical Principles and Guidelines”.
Procedure:
Participants who responded were sent the initial measures and asked to complete these 
a week in advance of experimental phase of the study. On arriving for the 
experimental session, participants completed the DSQ and STPI again; they were also 
asked their age and asked to describe their own ethnicity. Participants were then given 
the six Behavioural Approach/ Avoidance Tasks (BATS), this included one
164
compliance task. In each task the participant was asked if they were willing to 
complete an action, and then asked to do so, as per the script below. After each task 
was completed as far as that participant was willing, the participant was asked to 
complete two 9 point Likert scale rating; how disgusting they thought the task was, 
and another to rate how anxious they were. Throughout the experiment anxiety levels 
were constantly monitored using these self-report Likert scales
After the first cluster of tasks, the STPI was re-administered and then an anxiety 
manipulation was introduced to see how heightened anxiety affected the experience of 
disgust. The socially anxious participants were informed that they would now be 
videoed, which has been previously shown to increase anxiety (Boucsein & Wendt- 
Suhl, 1980; Spurr & Stopa, 2003). The phobic group were shown five pictures of their 
feared object and asked to look at them and touch them if possible (this has also been 
found in previous studies to increase participants’ anxiety; (Sawchuk et ah, 2002, 
Teachman, Gregg & Woody, 2001). The control group were shown pictures of plants 
with the same instructions as the phobic group, to look and if possible touch the 
pictures. The second cluster of tasks was then given using the same procedure. At 
the end of the study the DS questionnaire was re-administered. Administration of the 
experimental phase of the research took approximately 30-45 minutes per participant.
Data Analysis:
ANOVAs were used to compare differences in DS, state and trait anxiety measures 
between groups. Paired samples t-tests were used to compare measures pre and post 
the anxiety manipulation. However, by omission, there was no check on the 
effectiveness of the manipulation. As assumptions of normality were not met, non- 
parametric statistics (Wilcoxen Signed Ranks tests) were used to compare differences 
between groups in pre and post measures.
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RESULTS
Overview
Data exploration began with an examination of the participant demographics. Then 
baseline measures of anxiety and Disgust Sensitivity were examined to check for 
group baseline differences and all variables were checked to ensure that they met the 
assumptions of normality. Differences between the groups were then examined using 
one way ANOVA’s and comparison of means. Paired samples t-tests were then used 
to examine changes in the groups during the course of the experiment. It was found 
that the Anxiety and Disgust Likert scales and BAT responses were not normally 
distributed. A transformation of these variables was attempted (log(10)x) however the 
data still did not meet assumptions of normality, therefore analysis proceeded using 
non-parametric tests. A Wilcoxon Signed Rank test was used to compare changes in 
measures of self-reported anxiety and disgust, and BATs within each group.
Descriptives
Participant characteristics
An initial one-way ANOVA indicated that there were no significant differences 
between the groups in terms of age (F= 1.683, df = 2, p=0.194). A two-sided 
Pearsons’ Chi squared test revealed that there were no significant differences between 
the groups in self-reported ethnicity (r = 12.621, df = 8, asympt sig = 0.126).
However it should be noted that given the bias of participants towards white British 
ethnicity, there were too few participants of other ethnicities for the Chi-square to be 
statistically reliable. Frequencies and descriptive data can be found in the 
methodology section.
Mean completions o f BATS
Graph 1 shows the mean completion scores for each BAT in each of the three 
experimental groups. BATs 6 and 12 were the compliance tasks and achieved the 
highest completion rates over all three groups. BATs 2 and 3 appeared to be those
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with the lowest completion rates; these were the task involving the live mealworm 
and the dead cockroach, respectively. The graphs indicate that similar patterns of 
completion were found across all three groups, suggesting that there was no 
difference in which tasks the participants found most and least disgusting. This was 
confirmed by ANOVAs which indicated that there were no significant differences in 
completion of any of the individual BATs between groups. This was done as a check 
on the phobic specific anxiety and disgust response and suggests that none of the 
BATs were peculiarly disgusting for the phobic group alone.
7
4 ■
3 i
71
experimental group
I lohobia 
I Isociallv anxious
control
Graph 1 : Mean completion rates for BATs
ANOVAs were used to test for differences between groups in the seven disgust 
domains, however no significant differences were found. Given the similarity in 
disgust domains across groups and the duration of the experiment, the descriptive data 
given below (Table 6) are for the baseline data, and the two later measures are not 
reported.
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Table 6: Descriptive Statistics for disgust domains for total sample baseline data
Domain Mean Std Dev Minimum Maximum
Food 5.3676 1.66531 2 14
Animal 6.3088 1.05459 3 8
Body product 5.1176 0.93887 4 8
Sex 5.9853 1.12625 3 7
Body envelope violation 6.1471 1.17517 3 8
Death 5.1618 1.10102 3 7
Hygiene 5.0588 0.91231 3 7
Magical thinking 3.5000 0.93840 2 6
Total 42.6471 4.15651 35 52
Normality in Baseline Measures
Having established the expected differences between the groups in questionnaire 
scores, the data were examined to ensure that it met assumptions of normality before 
testing then hypotheses. A one-sample Kolmogorov-Smimov Test revealed that the 
data were normally distributed in terms of initial DS scores, trait and state anxiety.
It should be noted that there were six participants in the socially anxious and control 
groups who had General Phobia scores above the cut off point of 14. These were not 
placed in the phobia group as their reported phobias were deemed not disgust 
relevant, for example heights or crocodiles (the latter being a predatory animal and 
consequently not necessarily connected with disgust, Davey, 1994). Those 
participants who specified wasps or bees as their phobic animal were also not 
included because, as Davey (1994) reasons, these may be mediated by adverse 
conditioning experiences rather than disgust. The latter study also found that these 
fear of wasps and bees was not significantly correlated with disgust sensitivity, 
supporting the idea that they are qualitatively different from other phobias. Analyses 
were conducted with these participants removed and it was found that this made no 
significant difference to the analyses, so they were included in the reported analyses.
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Differences in Baseline Measures
Baseline measures were examined to ensure similar baseline levels of anxiety and 
disgust sensitivity between groups. Between groups one-way ANOVAs revealed that 
there were significant differences between the groups in baseline State (F = 4.238, 
p=0.019) and Trait (F = 15.650, pO.OOOl) anxiety but not overall DS scores (F = 
0.747, p= 0.479). These differences were maintained on the measures taken 
immediately before the experiment began. Further analyses (Tukey’s HSD post hoc) 
looking at the baseline State and trait anxiety levels as measured by the STPI revealed 
that the socially anxious group had higher state and trait anxiety than the other groups 
(p=0.05). This indicates that this sample was drawn from a different population to the 
control and phobic groups. Whilst this could be seen as a confounding variable, the 
analyses conducted were within groups rather than between groups and consequently 
this did not unduly influence the experimental results as this study is concerned with 
within group effects.
Hypothesis 1:
The first hypothesis stated that Self-reported anxiety and disgust sensitivity would be 
highly correlated. Those participants who show an increase in anxiety will show an 
increase in disgust sensitivity and those who do not show an increase in anxiety will 
not show an increase in disgust sensitivity.
As expected a Pearson’s correlation revealed that Disgust and Anxiety Likert scales 
and BAT scores were all significantly correlated (BATs and Anxiety Likert scales: r = 
-0.342, p < 0.0001, two-tailed; BATs and Disgust Likert scales: r = -0.442, p <
0.0001, two-tailed), with the Disgust and Anxiety Likert scales being particularly 
strongly correlated (r = 0.794, p < 0.0001, two -tailed). The BAT scores were 
negatively correlated with Anxiety and Disgust ratings indicating that participants 
performed less of tasks that rated highly for anxiety and disgust. This indicates that 
overall anxiety scores were related to disgust measures and to behavioural avoidance 
supporting this hypothesis.
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Hypothesis 2:
Hypothesis two stated that those participants who show increased anxiety after the 
manipulation (as measured by the self report anxiety Likert scales) will also show an 
increase in disgust sensitivity (as measured by the behavioural measures and the self- 
report disgust Likert scales).
In order to examine this hypothesis, paired samples t-tests were used to measure 
changes in the state and trait anxiety and Disgust sensitivity questionnaire measures 
across the experiment. These revealed that the only significant change was that the 
phobic group became more anxious in the second half of the experiment as measured 
by state anxiety from the STPI (See Table 7). There were no significant differences in 
disgust sensitivity as measured by the DS between the start and the measures taken 
upon completion of the experiment (see Table 8). Thus, the hypothesis cannot be 
supported on the evidence of these variables.
Table 7: Paired Samples t-test for pre and post state anxiety measures by experimental 
group
Group Pre Mean (std dev) Post Mean (std dev) t Df Sis
Phobia 16.8261 (4.14128) 20.6522 (4.76358) 4.373 22 0.000
Socially
Anxious
19.3517(3.89491) 21.0000 (3.92232) 1.222 13 0.244
Control 16.00 (3.75056) 17.2903 (4.974560 1.653 29 0.109
Table 8: Paired Samples t-test for pre and post DS measures by experimental group
Group Pre Mean (std dev) Post Mean (std dev) t Df Sis
Phobia 42.9565 (3.98267) 43.0435 (3.85508) 0.152 22 0.881
Socially
Anxious
40.7143 (3.77091) 41.3571 (4.36079) 1.262 13 0.229
Control 41.8710(4.26413) 42.2581 (4.21084) 0.877 30 0.388
As there was no appropriate non-parametric test to use on this data, a paired samples 
t-test was used even though it is acknowledged that the data does not support this type 
of analysis. As there was no direct measure of the efficacy of the anxiety
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manipulation due to a design flaw, paired samples t-tests were used to examine 
differences in anxiety before and after the manipulation as measured by the self-report 
Likert scale data (see Table 9). The disgust task immediately prior to the 
manipulation was not used as this was a compliance measure which would not be 
expected to cause as much anxiety as the disgust tasks, therefore the anxiety Likert 
scales relating to the penultimate BAT in the first cluster were used, along with the 
anxiety Likert scales relating to the first BAT in the second cluster. The t-tests 
indicated that none of the experimental groups changed in general anxiety before and 
after the manipulation.
Table 9: Paired Samples t-test for pre and post manipulation anxiety Likert scale 
measures by experimental group
Group Pre Mean (std dev) Post Mean (std dev) t Df Sig
Phobia 2.48 (2.372) 2.91 (2.314) 0.784 22 0.44
Socially
Anxious
3.43 (2.277) 2.21 (1.718) 1.574 13 0.140
Control 2.16(1.508) 1.90 (1.274) 0.725 30 0.474
Have established that the anxiety questionnaires did not reveal much of importance, 
the self report disgust and behavioural data were examined. A one-sample 
Kolmogorov-Smimov Test revealed that the anxiety and disgust Likert scales, and the 
BAT completion scores were not consistently normally distributed (See Appendix 
12). Initially the data were transformed used a (log(10)x) transformation. However, 
examination of graphs showing the data following this transformation revealed that 
the data still did not meet assumptions of normality. Given this it was decided to use 
non-parametric tests to examine difference across the experiment in the Likert scale 
scores and BAT completion scores. A Wilcoxen Signed Ranks Test indicated that the 
only almost significant change (p=0.051) across the experiment was found in the 
phobia group. This group became more disgust sensitive (according to their self 
report data) in the second half of the experiment. No other significant differences 
between the first and second half of the experiment were found in any of the three 
groups (See Table 10). This result could be seen to partially support the second 
experimental hypothesis, if one assumes that the phobic group had heightened phobic
171
specific anxiety, which led to generalised heightened disgust sensitivity. 
Unfortunately, although general anxiety was measured in this study, there was no 
measure of specifically phobic anxiety, although informal participant reports indicated 
heightened phobic anxiety.
Table 10: A Wilcoxen Signed Ranks Test to examine differences in the first and 
second half of the experiment in disgust and anxiety Likert scale ratings and BAT
scores.
Group Anxiety Likert Sea es
1st half Mean (std 
dev)
2nd half Mean (std 
dev)
Z Asymp. Sig. (2 
tailed)
Phobia 15.3043 (7.26408) 17.6957
(10.32840)
-1.310 0.190
Socially
Anxious
15.2143 (7.9050) 17.4286 (9.82708) -1.025 0.306
Control 12.1290 (5.73726) 12.3871 (7.32429) -0.157 0.875
Disgust Likert Scales
1st half Mean (std 
dev)
2nd half Mean (std 
dev)
Z Asymp. Sig. (2 
tailed)
Phobia 20.3478(7.67291) 23.00 (9.96357) -1.952 0.051
Socially
Anxious
16.9286 (8.29703) 20.7143
(10.73046)
-1.645 0.100
Control 16.6452 (7.58748) 17.1629 (8.07745) -0.847 0.397
BAT scores
1st half Mean (std 
dev)
2nd half Mean (std 
dev)
Z Asymp. Sig. (2 
tailed)
Phobia 27.6522 (3.98986) 26.8043 (5.56315) -0.882 0.378
Socially
Anxious
27.7500 (4.50961) 27.5357 (6.43448) -0.380 0.704
Control 29.0323 (4.83035) 27.8710(7.10743) -1.232 0.218
Hypothesis 3:
Hypothesis three stated that the increased disgust sensitivity would be generalised and 
not only related to the phobic anxiety objects. This study has already found an 
increase in the phobic group in self-reported disgust sensitivity and an increase in 
their anxiety. To study this result further the different disgust domains were 
examined. A Wilcoxen Signed ranks test revealed that when the disgust was broken 
down in to domain rather than the total disgust sensitivity, there were no significant 
changes in any of the experimental groups. This indicates that there were not
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different profiles of disgust between the groups, and that the phobic group were not 
reporting higher disgust sensitivity in the animal domain than either of the other 
groups. A stepwise multiple regression comparing the DS disgust domains and STPI 
results also revealed that there was no predictive link between any of the individual 
disgust domains and the state or trait anxiety.
Hypothesis 4:
Hypothesis four stated that exposing participants to disgusting stimuli will not lead to 
an increase in anxiety in general. This was supported by the fact that anxiety did not 
increase in the socially anxious or control groups over the course of the experiment as 
they first and second half anxiety Likert scales were not different from each other (see 
Table 10).
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DISCUSSION
Summary o f Findings
The aim of this study was to examine the nature of the relationship between anxiety 
and disgust. It was hypothesised that an increase in anxiety would lead to an increase 
in disgust sensitivity, and that those people who did not demonstrate an increase in 
anxiety would not show an increase in disgust sensitivity. It was also hypothesised 
that increases in disgust sensitivity would be generalised and not focused specifically 
on the phobic object.
As hypothesised this study found that anxiety Likert scales, disgust Likert scales and 
behavioural avoidance task completion rates were all related. It was found that the 
groups differed in baseline state and trait anxiety with the socially anxious groups 
reporting higher levels than the phobic and control groups, however there was no 
baseline difference in disgust sensitivity as measured by the DS, which is somewhat 
surprising as the literature indicates that people with specific phobic are thought to 
have higher disgust sensitivity. There were few changes within the groups following 
the anxiety manipulation. The only significant findings were that the phobic group 
reported higher state anxiety after the first half of the study, and that they reported 
finding the stimuli more disgusting on the Likert scales after the anxiety 
manipulation. There were, however, no differences in actual behaviour and avoidance 
of the disgust tasks. Disgust sensitivity, as measured by the DS, did not appear to 
change throughout the course of the experiment in any of the groups, either when 
measured overall, or when broken into different domains. The findings appear to offer 
tentative support for the hypothesis that anxiety heightens the perception of things as 
disgusting although this may not necessarily affect behaviour.
Baseline differences between groups
The baseline questionnaires indicated that there were some differences between the 
groups in terms of both state and trait anxiety levels. The socially anxious group 
reported higher levels of anxiety than either of the other two groups. There could be
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several explanations for this. It is likely that the socially anxious group, who scored 
highest for both state and trait anxiety, were more anxious people in general. 
Additionally, they may have felt as though they were in a quasi-social situation whilst 
completing the questionnaires, particularly whilst actually in the presence of the 
experimenter. A large percentage of the population has been shown to have simple 
phobias (Davey, 1994) and this is not shown to correlate as significantly with other 
types of anxiety and social phobia, or social anxiety suggesting that there would be no 
reason to expect the phobic group to have a higher baseline anxiety level. It is also 
possible that those participants who tended to be socially anxious may have found the 
experience of completing a questionnaire made them more anxious than other group, 
as they were aware that it would be read by a stranger and this may have fed into a 
performance related anxiety, heightening their state anxiety.
This study replicates the findings of Tsao & McKay (2004) who established that 
differences in trait anxiety did not impact on BAT outcome variables. The latter 
study did find, however, that two of their BATs were able to discriminate successfully 
between people with contamination fear and those with high Trait anxiety. They 
found that completion of the BATs related to animal and magic thinking were 
determined by disgust sensitivity rather than anxiety (a multiple regression indicated 
that this was not replicated in this study). They suggest that low ecological validity 
may explain the inability of the other tasks to distinguish between these groups.
The questionnaires completed in this study also revealed that disgust sensitivity as 
measured by the DS did not differ between the groups at any point throughout the 
experiment. This flat DS profile across the groups is interesting as it does not fit with 
the pattern of results from previous studies that suggest that people with phobias have 
higher disgust sensitivity than other groups (Ware, Jain, Burgess & Davey, 1994).
Hypothesis 1: Correlation between Disgust and Anxiety Measures
The results of this study replicate previous findings (Haidt et al., 1994, Mulkens, de 
Jong & Merckelbach, 1996, Wilson et ah, 2000) that there exist strong correlations 
between self-reports of anxiety and disgust supporting the initial experimental
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hypothesis. However, whilst there were significant correlations found between the 
Likert scales and the actual behaviour as measured by the BAT scores, this was not a 
particularly strong correlation although the effect size was reduced by the small 
numbers of participants in the socially anxious group. Although small, this 
correlation fits well with the idea that there is a strong relationship between anxiety 
and disgust, however, as in previous research; this finding alone does not indicate the 
direction or nature of this relationship.
Hypothesis 2: Impact o f manipulations
Hypothesis 2 proposed that those participants who showed an increase in anxiety 
following the manipulation would also show an increase in disgust sensitivity. The 
impact of the anxiety manipulations is, unfortunately, difficult to assess. The 
manipulations used have been demonstrated in previous studies to be effective in 
increasing anxieties levels (Boucsein & Wendt-Suhl, 1980; Sawchuk et ah, 2002; 
Spurr & Stopa, 2003; Teachman et ah, 2001), however this study contained no direct 
measure of anxiety increases immediately following the manipulation, relying instead 
on the cumulative total of anxiety measures post manipulation. Due to the limited 
differences found within each group before and after the manipulation, it is difficult to 
ascertain whether or not the aim of increasing anxiety was achieved in this study. 
Subjective interpretation of participant comments indicates that many participants 
found the anxiety condition unpleasant and reported increased anxiety, however, there 
is no empirical measure of this. Consequently, the limited significant results found 
may reflect an unsuccessful anxiety manipulation, or may reflect actual lack of 
differences in these measures when anxiety is increased. It appears, in particular, that 
the social anxiety manipulation did not have any effect.
With this in mind, some significant results were found. It was found that the phobic 
group increased in state anxiety, as measured by the STPI, after the first half of the 
experiment. This contradicts the fourth experimental hypothesis that: “exposing 
participants to disgusting stimuli will not lead to an increase in anxiety in general”. 
However it is possible that this was anticipatory anxiety regarding being asked to look
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at pictures of their phobic object which they were informed would be happening. 
Neither the socially anxious nor the control participants showed such an increase in 
anxiety. Whilst Davey (1994) proposes that an increase in anxiety might be expected 
in people with higher disgust sensitivities, in this study disgust sensitivity was equally 
distributed across the groups. Given these equal baseline measures of disgust 
sensitivity the increase in anxiety seen in the phobic group does not fit very well with 
Davey’s (1994) disgust mediational theory. It is possible, however, that the DS is not 
sensitive enough to measure differences between the groups in this experiment, or it is 
possible that in disgust relevant phobias, exposure to disgust does not increase 
anxiety.
The second significant result was also found in the phobia group. This group was . 
found to be significantly more disgusted according to self-report Likert scales in the 
second half of the experiment, following the anxiety condition. This group had 
already increased in anxiety following the disgust tasks, and after the anxiety 
manipulation then showed increased reported but not behavioural disgust sensitivity. 
This is broadly in line with the overall research hypothesis and specifically hypothesis 
2 and 3, which state that increasing anxiety will lead to an increase in disgust 
sensitivity in general, not just in relation to the phobic object. This would seem to 
support Thorpe and Salkovskis’ (1995) theory that it is not disgust which mediates 
anxiety but rather anxiety which mediates disgust. As the phobic participants 
increased in anxiety, so their sensitivity to disgust increased. However, this finding 
was only present in the Disgust Likert scales and no significant change in behaviour 
or DS was found. This may indicate that the tasks and measure used were not 
sufficiently sensitive to measure this change that the disgust Likert scales showed. It 
should also be noted that the higher numbers in the phobic group, especially given the 
lower numbers of participants in the socially anxious group, will have impacted on the 
effect size of the results. It is possible that the reported increase in disgust sensitivity 
behaviour in the phobic group correlated with increased phobic specific anxiety but 
that their general anxiety (as measured by the anxiety Likert scales) did not increase. 
Unfortunately the present study does not track changes in phobic specific anxiety in 
sufficient detail.
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Hypothesis 3: General rather than specific changes in disgust
The third experimental hypothesis stated that the increased disgust sensitivity would 
be general and not related only to the phobic anxiety objects. As the different disgust 
domains showed no change over time it was not possible to draw any firm 
conclusions from this study relating to this hypothesis.
Hypothesis 4: Exposure to disgusting stimuli and anxiety
The fourth hypothesis stated that being exposed to disgusting stimuli should not lead 
to an increase in anxiety. This was measured by the STPI administered immediately 
after the first 6 BATs. Whilst in the socially anxious and control groups no increase 
in anxiety was seen, supporting this hypothesis, the results of this study also indicated 
that in the phobic group this hypothesis was not supported as they became more 
anxious following completion of the first cluster of BATs. It is possible that this was 
an indication of anticipatory anxiety regarding the exposure to pictures of the phobic 
stimuli and that the STPI was tapping into a measure of phobic specific anxiety rather 
than generalised anxiety. This however would require further research.
Interpretation o f results
The findings of this study appear somewhat confusing in places. Whilst an increase 
in anxiety led to an increase in disgust sensitivity in the phobic group, exposure to 
disgusting stimuli also seemed to increase this group’s anxiety. The lack of effects in 
the other groups suggests that phobic specific anxiety, may play a role indicating that 
the anxiety experienced by the phobic group were in some way different from the 
other two groups. It was found that all the groups differed in state and trait anxiety 
but not in overall disgust sensitivity. The most anxious group and the least anxious 
group did not show any significant findings which implies that it is not anxiety per se 
that is the mediating factor in this experiment.
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It is possible that this study detected subtle cognitive changes following an increase in 
anxiety. A cognitive theory of anxiety and phobia would postulate selective attention 
and memory with attentional biases towards the perceived threat (Foa & Kozak, 1986; 
in Sawchuk et ah, 2002). Previous studies have examined this cognitive processing in 
anxiety disorders and disgust. For example, Thorpe and Salkovskis (1997) used the 
Stroop test to demonstrate initial attendance to threat stimuli followed by suppression 
(avoidance) resulting in delayed naming. Selective attention fitting with a cognitive 
theory was also demonstrated through dichotic listening tasks. It was noted, however, 
that there existed an interaction with levels of anxiety and speed of processing threat 
words. It was also found that if the words were personally relevant there was a 
greater effect, for example, spider phobics were slower at processing spider words 
that other emotional or non-emotional words. This slowed processing could mean that 
the participants in this study were pausing to think more about their disgust feelings 
and thus paying more attention to them.
The findings on cognitive processes involved in anxiety disorders are, however, by no 
means clear. Sawchuk (Sawchuk et al., 2002) found that there was no preferential 
information processing of phobia-relevant or general disgust elicitors among phobic 
participants using picture stimuli. This reflected the results of an earlier study in 
which Sawchuk did not find an attentional bias towards disgust words on a Stroop test 
in samples of BII phobics (Sawchuk, Lohr, Lee, & Tolin, 1999). This study did, 
however, find some selective implicit memory for disgust information in BII phobic 
populations (Sawchuk et al., 1999). It is possible that there may exist some 
differences in information processing between BII phobics differ and specific phobias 
and consequently it would not be unexpected to find such cognitive biases in specific 
phobias such as those which may have been tapped into by this study.
Critique o f this study
Whilst this study was based on previous works and attempted to eliminate as many 
confounding factors as possible, there are naturally limitations to the work conducted 
and the interpretations that can be drawn from it.
179
Population Issues
The population studied was not rigorously selected and therefore caution should be 
used when extrapolating to a more general population. The most obvious limiting 
factor on the participants was that an exclusively female population was used. As 
there have been demonstrated differences in disgust sensitivity between genders 
(Druschel & Sherman, 1999) this was a deliberate measure taken to reduce 
confounding variables. Whilst women in general are more susceptible to anxiety 
disorders and phobias, some more recent cross-cultural research shows that men may 
actually report more disgust than women regardless of the relative empowerment of 
women in that particular society (Fischer, Rodriguez Mosquera, van Vianen & 
Manstead, 2004). Women report more powerless emotions (fear, sadness, shame and 
guilt) whilst men reported more powerful emotions (anger and disgust). Whilst these 
differences are important and need to be investigated further in terms of anxiety 
disorders, it suggests that perhaps the effects would be larger if anything in a male 
population study. However, these results clearly cannot be extrapolated to the male 
population without further investigation.
Specifically within a female population, experiences of disgust have been shown to 
vary across the menstrual cycle (Fessier & Navarrete, 2003). Their study investigated 
all seven disgust domains and found that women had higher sexual disgust sensitivity 
whilst ovulating; the authors inferred that this is to prevent sub-optimal sexual 
encounters. Whilst sexual disgust sensitivity was not directly involved in many of the 
BATs used, it is examined in four items on the DS questionnaire. Position in the 
menstrual cycle was not controlled for in this experiment, however, there is no reason 
to suspect that any one experimental group should have differed from the others in 
this respect, and any such differences would likely be minimal in any case.
An additional limitation of the population studies relates to the ages of the participants 
of whom 75% were under 28 years old. Whilst disgust has been shown to develop 
gradually in children (Fallon, Rozin & Pliner, 1984) it has also been shown to decline 
with age (Quigely et a l , 1997). Given that the population studied was relatively 
young, it is likely that they would show more disgust sensitivity than in a sample
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covering a wider age range. Apart from age, there are several difficulties than arise 
from using a specifically student population, and in this case entirely a population of 
psychology students. Firstly, the participants clearly all had a high level of education 
which means that they were not representative of the population as a whole. Secondly, 
the fact that all students were studying psychology may have acted as a confounding 
variable. For example it is more likely that psychology students rather than the 
student population in general and indeed the general population would be familiar 
with the literature on disgust or anxiety. It is also possible that some of them may 
have been familiar with some of the tools used, or found it easier to predict the 
purpose of the study, all of which, it could be argued, could have influenced the 
results in some way. For example, several participants noted that whilst they were 
suspicious of the cyanide task they were confident to complete it as they knew that the 
experimenter would have had to pass through a vigorous ethics process and 
consequently would not be allowed to offer real cyanide. In part this reflects the 
difficulties involved in using a population who have had some experience or 
knowledge relating to the research process.
Experimental Design
There were several aspects of the experimental design which could be improved with 
hindsight. Firstly, although previous research has used similar anxiety manipulations 
with the required results (Spurr & Stopa, 2003), it is not clear in this study whether or 
not the anxiety manipulation was actually effective. In part this could be modified by 
inserting a self-report Likert scale to ask how much more anxious participants felt 
having completed the anxiety manipulation. It is also possible that effects would have 
been larger had the manipulation been more drastic, for example actually showing the 
person their phobic object, or, in the case of the socially anxious people getting them 
to prepare a speech, for example. However, these manipulations, as deliberately 
designed to achieve a significantly higher level of anxiety would have greater ethical 
issues. This may also have led to increased difficulty in recruitment. As there were 
already difficulties in recruiting people with social anxiety, it is likely that this would 
further reduce the number of volunteers.
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It was also noted that the anxiety manipulation used for the phobic group also 
contained a possible confound as it may well have increased their disgust as well as 
increased their anxiety. Unfortunately it was not possible to increase their phobic 
specific anxiety in a way that did not also possibly increase their disgust. However, 
this means that the results of the impact of raising the anxiety in this group through 
the manipulation must be taken with some caution due to the possibility of increased 
disgust as well.
This experiment only examined general anxiety and did not measure phobic specific 
anxiety. It is possible that the visual analogue scales did not allow phobic anxiety to 
be measured. If this study were to be replicated it would be useful to add an 
additional visual analogue scale to measure this.
Sample Size:
As noted above, there were insufficient participants in the Socially anxious group. 
This meant that this group fell below the size required for detection of effects at the 
anticipated effect size. A further study should attempt to include more participants. 
This may lead to a larger effect size with the current level of manipulation and thus 
not require a more anxiety provoking manipulation to achieve results. Whilst the 
sample size was small, previous studies have noted that even smaller sample sizes 
would be adequate to achieve statistical power in similar experiments (McKay, 2002, 
in Tsao & McKay, 2004).
External validity
As with many experimental designs, there is much about this study that cannot be 
transferred without limitations into the real world, or indeed a clinical population. The 
participants may have reacted in very different ways to how they may have reacted in 
a real world situation. For some the experimental setting presented a challenge 
meaning that they complied more than they would in a naturalistic setting, for others 
motivation to comply may have been low. Whilst the compliance tasks allowed one 
participant to be excluded for poor compliance, there was in general a ceiling effect 
on this task and no other measures of motivation were included. Whilst subjective
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interpretation of the comments offered by participants indicated that they enjoyed the 
task and attempted as much as they were able to according to their disgust sensitivity, 
there is no quantitative measure of this, and as McNally states in relation to similar 
behavioural tasks “w/zy should anyone eat a cookie after a worm has just crawled all 
over it? ” (p563, McNally, 2002). Therefore it should be acknowledged that an 
experimental approach may not have a high degree of external validity.
Clinical Implications
Although this study has only limited findings, it contributes to the body of research on 
disgust and has implications for clinical practise. Teachman (Teachman et ah, 2001) 
conducted a study with a non-clinical population of phobics and using a measure of 
implicit association, and showed clear links between individuals with specific fears 
and automatic associations, consistent with a cognitive theory of anxiety disorders. 
This was then followed-up with a clinical sample (Teachman & Woody, 2003) which 
found that following treatment for spider phobia, fear-related implicit associations 
changed. Specifically they found that implicit associations of spiders with the 
constructs “afraid" and “disgusting" reduced following exposure therapy and 
remained changed at 2-month follow-up. They found no effects for “bad' or 
“danger". This research suggests that perhaps disgust sensitivity should be used as a 
baseline and outcome measure for the success of treatment. In particular this may 
help to anticipate relapse rates as high rates of disgust sensitivity may be less 
clinically visible than anxiety levels.
However, other research has indicated that disgust sensitivity does not decrease in 
spider phobics following treatment (de Jong, Andrea, & Muris, 1997, Merckelbach, 
de Jong, Amtz, & Schouten, 1993). This research suggests that there may be 
important cognitive attentional changes in spider phobics when they become more 
anxious. There may, therefore be a relationship between disgust and the maintenance 
of phobias (Rozin & Fallon, 1987). The current study found that there were some 
shifts in self-reported data in the phobic group, but not actual changes in behaviour. 
This would be consistent be cognitive changes. Such attentional changes suggest that
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the treatment of phobias could be adapted to include counter-conditioning studies to 
attempt to reduce disgust attributions. One study attempted this (de-Jong, et ah,
2000) and found that counter-conditioning (involving positive food and music 
experiences in conjunction with exposure to the phobic stimuli) did not result in any 
significant changes from exposure therapy alone at one year follow-up, however it is 
possible that the counter-conditioning used was not strong enough. The findings of 
this study suggest that perhaps interventions that directly attempt to alter information 
processes may also be effective in reducing the maintenance cycles in phobias and 
reducing relapse. This research, which showed increased self-report anxiety and 
disgust in phobics, suggests that perhaps disgust needs to be considered more in 
exposure therapy as higher attention to disgust relevant stimuli may make it harder for 
people to participate in the exposure tasks (Tsao & McKay, 2004). The current study 
also showed that increased anxiety can increase self-reported disgust sensitivity and 
consequently other life stresses and causes of stress may also need to be contemplated 
more before engaging in treatment for phobias as these may have a detrimental effect 
on the levels of disgust and fear experienced by the client. It may also be useful to 
include anxiety management techniques more frequently in such therapies.
The suggestions for clinical implications of disgust sensitivity research stated above 
can just as easily be applied to the other anxiety disorders in which disgust sensitivity 
has been implicated. Identifying disgust as an important and new aspect of many 
anxiety disorders has important implications for the treatment of these disorders 
(Charash & McKay, 2002), particularly disorders associated with contamination, such 
as some forms of OCD and possibly some eating disorders. Assessment of disgust as 
well as anxiety should certainly occur in clinical settings for the relevant disorders 
(Tsao & McKay, 2004) in order to inform the formulation and intervention processes.
Future Research
Whilst this research attempted to clarify the nature of the relationship between anxiety 
and disgust in phobias and anxiety disorders, there are still many unanswered 
questions. Future research could be conducted to extend this study further in terms of
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including more participants, or including a manipulation design with clinical 
populations. Similarly, several difficulties with the manipulations used have been 
highlighted above. It would be useful to replicate this study with more drastic 
manipulations in order to maximise the effects of the anxiety induced. This may help 
to achieve larger effects (a more robust test of the hypothesis) and add to the 
understanding of the disgust/ anxiety relationship.
As de Jong et ah, (2002) note much of the disgust research to date relies heavily on 
self-report data. Therefore further research which incorporates behavioural or 
physiological measures should be continued. One recent study (Tsao & McKAy, 
2004) has conducted an experiment with BATs focused on each of the seven types of 
disgust. It would also be possible to modify the current experiment along these lines 
in order to examine the specific types of disgust increased in the phobic group.
It has long been debated whether or not emotions are universal or culturally defined 
(Elfenbein, Mandai, Ambady, Harizuka, & Kumar, 2000). Most of the research on 
disgust sensitivity has been conducted on that percentage of the world that is English 
speaking (Rozin, Haidt & McCauley, 2000). The population used in this study was 
also quite homogenous in terms of self-reported ethnicity and consequently can only 
be seen as reflective of a non-clinical, predominantly “white British” population. This 
may be important as it has been argued that some aspects of disgust are culturally 
defined (Fessier & Navarrete, 2003). For example, behaviour that is defined as 
sexually deviant differs between cultures. For this reason, again, it is important not to 
extrapolate these results beyond the population studied and to further research 
different cultural aspects of disgust sensitivity.
This research has indicated that there may be subtle cognitive shifts in groups 
sensitive to anxiety. Maladaptive schemas and cognitive biases direct attention and 
information processing in anxiety disorders so that the individual selectively attends 
to threats, interprets ambiguous stimuli as threatening and selectively recalls threat 
relevant information (Beck 1986 in (Teachman & Woody, 2003). Williams et al (as 
cited in Thorpe & Salkovskis, 1997) suggested that “anxious people will be biased
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automatically to attend selectively to threat s tim u li'. Several recent studies have 
looked at these cognitive components in relation to the threat of contamination from 
disgust objects with very mixed results (Thorpe & Salkovskis, 1997; Fox, Russo, 
Bowles & Dutton, 2001). The current study suggests that this research should be 
furthered, in particular, it may be useful to examine how these processes change over 
time with the manipulation of both anxiety and disgust. Measures of attention could 
be taken throughout an experiment such as this in order to examine the processes 
underlying the reported changes in disgust sensitivity and anxiety.
Finally, there has been very little research bridging the gap between the theory of how 
disgust and anxiety interact and clinical practise and presentation. Whilst the clinical 
implications of such research have been discussed above, only a few studies have 
directly examined how disgust perceptions change throughout the treatment of 
phobias. In order to begin applying the disgust theory base to clinical practice it is 
important to begin more in vivo studies on clinical populations.
The area of disgust in relation to anxiety and anxiety disorders is a large field which 
has only just begun to be investigated over the past few years. It remains one of the 
least studied emotions (Phillips et al., 1998), and yet one of the easiest to ethically 
induce in an experimental setting. However, whilst much research remains to be 
conducted in this field, Davey’s word of caution should be noted: “/Z ’s the kind o f  
research that you try not to do just before lunch. ” (p340 Davey, 2004).
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Appendix 1: Details o f Power analysis
Power Analysis using F-tests in GPower (Erdfelder, Paul, & Buchner, 1996) 
Predicted effect size = 0.4 (large)
Alpha = 0.05 
Total Sample = 66 
Groups -  3
Power = 0.8181 
Critical F (2, 63) = 3.1428 
Lambda = 10.5600
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Appendix 3: FNE
T h i s  q u e s t io n n a i r e  is  c o m p o s e d  o f  3 0  s ta te m e n ts  re g a rd in g  y o u r  c o n f id e n c e  w i th  o th e r  p e o p le .  C ir c le  
Y E S  i f  y o u  c o n s id e r  t h a t  th e  s ta te m e n t  i f  t ru e  o f  y o u r  fe e l in g s  m o s t  o f  th e  t im e . C ir c le  N O  i f  y o u  
c o n s id e r  th a t  t h e  s ta te m e n t  is  ra re ly  t ru e  o f  y o u . R e m e m b e r  th a t  th is  i n f o r m a tio n  is  c o m p le te ly  
confidential
P le a s e  c i r c le
I  r a re ly  w o r r y  a b o u t  s e e m in g  fo o l is h  to  o th e rs Y E S N O
!  w o r r y  a b o u t  w h a t  p e o p le  w ill  t h in k  o f  m e  e v e n  w h e n  I k n o w  i t  d o e s n ’t  m a k e  a n y  d i f fe re n c e Y E S N O
I  b e c o m e  t e n s e  a n d  j i t t e r y  i f  I  k n o w  th a t  s o m e o n e  i s  s iz in g  m e  u p Y E S N O
I a m  u n c o n c e r n e d  e v e n  i f  I  k n o w  th a t  p e o p le  a r e  f o r m in g  a n  u n f a v o u ra b le  im p r e s s io n  o f  m e Y E S N O
I  fe e l  v e r y  u p s e t  w h e n  I  c o m m it  s o m e  s o c ia l  e r r o r Y E S N O
T h e  o p in io n s  th a t  p e o p l e  h a v e  o f  m e  c a u s e  m e  l i t t le  c o n c e rn Y E S N O
I a m  o f te n  a f r a id  th a t  I  m a y  lo o k  r id ic u lo u s  o r  m a k e  a  fo o l  o f  m y s e l f Y E S N O
I  r e a c t  v e r y  l i t t l e  w h e n  o th e r  p e o p le  d is a p p ro v e  o f  m e Y E S N O
!  a m  f r e q u e n t ly  a f r a id  o f  o th e r  p e o p le  n o t ic in g  m y  s h o r tc o m in g s Y E S N O
T h e  d is a p p ro v a l  o f  o th e r s  w o u ld  h a v e  l i t t le  e f fe c t  o n  m e Y E S N O
I f  s o m e o n e  is  e v a lu a t in g  m e  1 e x p e c t  th e  w o r s t Y E S N O
1 ra re ly  w o r r y  a b o u t  w h a t  k in d  o f  im p re s s io n  I  a m  m a k in g  o n  s o m e o n e Y E S N O
I  a m  a f ra id  th a t  o th e r s  w i l l  n o t  a p p r o v e  o f  m e Y E S N O
I a m  a f ra id  th a t  o th e r s  w i l l  f in d  fa u lt  w i th  m e Y E S N O
O th e r  p e o p le 's  o p in io n s  o f  m e  d o  n o t  b o th e r  m e Y E S N O
1 a m  n o t  n e c e s s a r i ly  u p s e t  i f  I  d o  n o t  p le a s e  s o m e o n e Y E S N O
W h e n  I a m  ta lk in g  to  s o m e o n e , I  w o r r y  a b o u t  w h a t  th e y  m a y  b e  t h in k in g  o f  m e Y E S N O
1 fe e l th a t  y o u  c a n ’t  h e lp  m a k in g  s o c ia l  e r ro r s  s o m e t im e s ,  s o  w h y  w o r r y  a b o u t  it Y E S N O
I  a m  u s u a l ly  w o r r ie d  a b o u t  w h a t  k in d  o f  im p re s s io n  I  m a k e Y E S N O
I w o r ry  a  lo t  a b o u t  w h a t  m y  s u p e r io r s  th in k  o f  m e Y E S N O
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SELF-ANALYSIS QUESTIONNAIRE 
STPI FORM Y-1
MIND GARDEN
P.O. BOX 60669 
PatoAtto.CA94306
Part 1 Directions: A numbçr of statements that people have used to describe themselves are given below. Read 
each statement and then darken the appropriate value to the right of the statement to indicate how you feel right 
how, that is, at this moment There are no right or wrong answers. Do not spend too much time on any one 
statement but give the answer which seems to best describe your present feelings.
m .%
1 .1  fe e l c a l m ............................. ................... © © © © 2 1 . t a r n  j i t te r y ................................. © © © ©
2 .1  a m  in  a  q u e s t io n in g  m o o d ............ © © © © 2 2 . 1 fee l s t im u la t e d ..................... (O © © ©
3. t  a m  f u r i o u s ............................................. © © © © 2 3 . 1 a m  m a d ............................... .. © © © ©
4 . I f e e l s t r o n g ...................................  . . . . © © © © 2 4 . 1 f e e l s a d .................................. © © © ©
5 . l a m  t e n s e ..........  ................................... © © © © 2 5 . 1 a m  r e l a x e d ............................. © ’ © © © ■
6 . 1 f ee l c u r i o u s ........................................... © © © © 26. 1 f e d  m e n ta l ly  a c t iv e  ........... © © © © ■
7. 1 fee l like b a n g in g  o n  th e  ta b le  . . © © © © 2 7 . 1 fe e t i r r i t a t e d ........................... © © © © -
8 . I f e e l  b lu e  ................................................. © © © © 2 8 . I f e e l  s a f e  ................................. © © © © ■
9 . I f e e l  a t  e a s e  ........................................... © © © © 29 . 1 a m  w o r r ie d ............................. © © © ©
1 0 . 1 fee l in t e r e s te d ....................... . © © © © 3 0 . 1 fe e l b o r e d ................................ © © © ©
11. I f e e l  a n g ry  ............................................. © © © © .  3 1 . 1 f e d  lik e  h it t in g  s o m e o n e . . © © © ©
12. I f e e l  m i s e r a b l e . . . , . ............................. © © © © 3 2 . 1 fe e l g l o o m y ........................... © © © ©
19. 1 a m  p re s e n t ly  w o rry in g  o v e r 3 3 . 1 fe e l s t e a d y ............................. © © © ©
p o s s ib le  m is f o r tu n e s .......................... © © © © 3 4 . 1 fee l e a g e r ................................ © © © 0
14. 1 fee l In q u is it iv e  .'................................. © © © ©
3 5 . 1 fe e l a n n o y e d ......................... 0 ) © © ©
15. 1 fee l lik e  k ic k in g  s o m e b o d y ............ © © © © 3 6 . 1 fe e l h e a l t h y ............................ © © © ©
16. 1 fee l d o w n h e a r te d ............................... © © © ©
3 7 . 1 fe e l f r i g h t e n e d ..................... © © © ©
17 . I f e e l n e r v o u s ........................................... © © © © 3 8 . 1 f e e l d i s i n t e r e s t e d ............... © © © ©
18. 1 fee l like ex p lo rin g  m y  en v iro n m en t. © © © ©
3 9 . 1 fe e l like  s w e a r i n g ............... © © © © *
19a. 1 fee l lik e  b re a k in g  t h i n g s .................. © © © © 4 0 . I f e e l h o p e fu l  a b o u t •
20 , 1 fee l a l i v e ................................................... © © © © th e  f u tu r e .................................... © © © © *
Copyright © 1995 fcy Charles D. Spiefberger. All rights reserved. Developed in collaboration with E. Johnson. G. Jacobs. L. Ritterband. 
L. Barker, R.-Crane. S. Russell, S. Sydeman, L  Westberry, B. Oliveira, and Eric and John Reheiser.
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SELF-ANALYSIS QUESTIONNAIRE 
STPI FORM Y-2
MIND GARDEN
P.O. BOX 60669 
PaloAto.CA94306
Part 2 Directions: A number of statements that people have used to describe themselves are given below. Read 
each statement and then darken the appropriate value to the right of the statement to indicate how you generally 
feel. There are ho right or wrong answers. Do not spend too much time on any one statement but give the answer 
which seems to describe how you generally feel.
•
4 1 . l a m  a  s te a d y  p e r s o n  , ................................ (D  ©  ©  ©
4 2 .1  fee l like ex p lo r in g  m y
e n v iro n m e n t.................I ...............................©  ©  ©  ©
4 3 . 1 am  q u ic k - te m p e r e d    ©  ©  ©  ©
44. 1 fee l g lo o m y ................................................... ©  ©  ©  ©
4 5 . I f e e l  s a t i s f ie d  w ith  m y s e l f ........................©  ©  ©  ©
46 . I am  c u r io u s .....................................................©  ©  ©  ©
47 . I h a v e  a  f ie ry  te m p e r . .................................. ©  ©  ©  ©
4 8 . I feel h a p p y   ©  ©  ©  ©
4 9 . 1 g e t  In a  s ta te  o f  te n s io n  o r  
tu rm o il a s  I th in k  o v e r  m y  
r e c e n t c o n c e rn s  a n d
in t e r e s ts ............................................................ ©  ©  ©  ©
50. I feel I n te re s te d    ©  ©  ©  ©
51. l a m  a  h o t-h e a d e d  p e r s o n    ©  ©  ©  ©
52 . I feel d e p r e s s e d .............................................©  ©  ©  ©
53. 1 w ish  I c o u ld  b e  a s  h a p p y  a s
o th e r s  s e e m  to  b e .........................................©  ©  ©  . ©
54. I fee l I n q u is i t iv e    ©  ©  ©  ©
55 . I g e t  a n g ry  w h e n  i 'm  s lo w e d
d ow n b y  o th e r s  m is ta k e s  —   ©  ©  ©  ©
56. I fe e l s a d ...........................................................©  ©  ©  ©
5 7 . 1 feel like  a  f a i l u r e .........................................©  ©  ©  ©
58. I feel e a g e r . .......................................................©  ®  ©  ©
59. f feel a n n o y e d  w h e n  I a m  n o t  
g iv e n  re c o g n itio n  fo r  d o in g  •
g o o d  w o rk      ©  ©  ®  ©
60. I feel h o p e le s s    ©  ©  ©  ©
X x \
6 1 . I fe e l n e r v o u s  a n d  r e s t l e s s . .  ©  ©  ©  ©
6 2 . I a m  in  a  q u e s t io n in g  m o o d . ©  ©  ©  ©
6 3 . 1 fly  o f f  th e  h a n d l e . . . ..................©  ©  ©  ©
6 4 . I fee l l o w ...........................................©  ©  ©  ©
6 5 . I fe e l s e c u r e .................................... ©  ©  ©  ©
6 6 . 1 fee l s t i m u l a t e d ............................©  ©  ©  ©
6 7 . W h en  1 g e t  m a d ,  1 s a y
n a s ty  t h i n g s  ©  ©  ©  ©
6 8 . I f e e l w h o le ...................................... ©  ©  ©  ©
6 9 . 1 la c k  s e l f - c o n f i d e n c e ____ . . .  ©  ©  ©  ©
7 0 . 1 f e e l d i s i n t e r e s t e d ......................©  ©  ©  ©
7 1 . It m a k e s  m e  fu r io u s  w h e n  
1 a m  c r i t ic iz e d  in  f r o n t  o f
o t h e r s  ©  ©  ©  ©
7 2 . I fe e l s a f e    ©  ©  ©  ©
7 3 . I fe e l i n a d e q u a t e .......................... ©  ©  ©  ©
7 4 . 1 fe e l m e n ta l ly  a c t i v e ..................©  ©  ©  ©
7 5 . W h e n  I g e t  f r u s t r a t e d ,  1 fee l
like  h i t t in g  s o m e o n e  ©  ©  ©  ©
7 6 . I f e e l p e a c e f u l ................................ ©  ©  ©  ©
7 7 . 1 w o r ry  to o  m u c h  o v e r  
s o m e th in g  th a t  r e a l ly  d o e s
n o t m a t t e r   ©  ©  ©  ©
7 8 . I fe e l b o r e d   ©  ©  ®  ©
7 9 . I f e e l in f u r ia te d  w h e n  I d o  
a  g o o d  jo b  a n d  g e t  a  p o o r
• e v a lu a t i o n ........................................ ©  ©  ©  ©
8 0 . 1 e n jo y  l i f e ........................................ ©  ®  @  ©
Copyright© 1995'by CharieçD. Spelberger. AU rights reserved. Developed in collaboration with E. Johnson. G. Jacobs. L  Ritterband. 
L  Barker, R. Crane, S. Russell, S. Sydeman. L. Westberry, B. Oliveira, and Eric and John Reheiser.
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Appendix 5: GPQ
General Phobia Questionnaire
Object o f phobia  ...........................
Please answer the following in relation to your feared object by circling 
Yes or No after each question.
1. Do you check for them in the vicinity before you feel comfortable?    Yes No
2. Can you deal effectively with one when confronted.—  Yes No
3. Do you sometimes dream about them?—.,--------- ......—.— -----------     ^es No
^ Do you ever make plans m case you come across t h e m ? . . Y e s  hlo
y fçading» would you notice one of them moving nearby?........— ---   Yes No
^ When imagining one, is it always the same one or kind? ..... —.—   .Yes No
7. Do you think a lot about them?------.....—  -------  — ........       — ----------—Yes No
8. Could you ever touch one? ------ ------- -—  ----------------- —-----------»— —.......-Yes No
9 .D0  you worry about them more than mort people?-----------------  —........... - ..............Yes No
10. Do you feel a lot more secure if there is someone else with you when you see one? — ..Yes No
11. When you imagine one, can you see parts of it in great detail?.................................... — .Yes No
12. When you come across one, do you wait for someone else to deal with it before
you carry on?,...,.................... ..........................— —  ...........   -  Y es No
13. Do you ever find yourself thinking about them for no reason?................ .............,.—— .Yes No
14. Do you ever lie in bed at night and listen out for them?»..............—............    Yes No
15. If you thought you saw one would you go for a closer look?      Yes No
16. Do you sometimes find it an effort to keep thoughts o f them out of your mind?..............Yes No
17. Would your nrind be a lot easier if  they didn’t exist?  ....................- .................. Yes No
18. Are you always on the lookout for them?........................... ..............................................Y es No
19. Do you often think about particular parts of them?—    Yes No
20. Are you sometimes distracted by thoughts o f them?............................................   Yes No
1
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21. Have you a “plan for action" should you come upon one unexpectedly?....,—........ ....... es No
22. Are you sometimes haunted by thoughts of them?.—..... ....... .— ......................... Yes No
23. Do you sometimes sense the presence of a one without actually seeing it?.............. , Yes No
24. If you find you are near one, do you move away quickly?......------------------------- . Yes No
25. When you see one, does it take a long time to get it out of your mind?................... Yes No
26. Are you slightly scared to return to a place where you have seen them before?----- Yes No
27. If one of them is around are you the most likely person to spot it?.......................... ......Yes No
28. Have you had nightmares about them?.....................................................................----- .Yes No
29. Would you think about using a handy object as a weapon against them?— .................Yes No
30. Can you spot one out of the comer of your eye?—----------- ...„---- ---------—,— ,.. ....... Yes No
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Appendix 6: Disgust Sensitivity Scale
Please circle T  (true) or F (false):
T F 1. It bothers me to see someone in a restaurant eating messy food with his fingers.
T F 2. Seeing a cockroach in someone else's house doesrft bother me.
T F 3. It bothers me to hear someone clear a tiiroat full of mucous.
T F  4 .1 think it is immoral for people to seek sexual pleasure from animals.
T F  5. It would bother me to be in a scienoe class, and to see a human hand preserved in ajar.
T F 6 . 1 would go out o f  m y way to avoid walking through a graveyard.
T F 7.1 never let any part o f  my body touch the toilet seat in public restrooms.
T F 8. Even i f  I was hungry, I would not drink a bowl o f my favorite soup if  it had been
stirred by a  used but thoroughly washed flyswatter.
T F  9.1 might be willing to try eating monkey meat, under some circumstances.
T  F 10. It would bother me to see a rat run across my path in a park.
T F 11. If I see someone vomit, it makes me sick to my stomach.
T F  1 2 . 1 think homosexual activities are immoral,
T  F 13. It would not upset me at all to watch a  person with a glass eye take the eye
out o f die socket.
T  F 14. It would bother me tremendously to touch a dead body.
T F 15.1 probably would not go to my favorite restaurant if  I found out that the cook had a cold.
T F 16, It would bother me to sleep in a  nice hotel room if  I knew that a man had died of a
heart attack in that room the night before.
Please ra te  f0.1. n r 21 how disgusting you would find the following experiences.
0 = not disgusting at all
1 = slightly disgusting
2 = very disgusting
If  you think something is bad or unpleasant, but not disgusting, you should write h0".
17. You see someone put ketchup on vanilla ice cream, and eat it.
18 . You see maggots on a piece o f meat in an outdoor garbage pail.
19, While you are walking through a  tunnel under a  railroad track, you smell urine.
' 20. You hear about a 30 year old man who seeks sexual relationships with 80 year old women.
21. You see someone accidentally stick a fishing hook through his finger.
22. Your friend's pet cat dies, and you have to pick up the dead body with your bare hands,
23. You take a sip o f soda, and then realize that you drank from the glass that an
acquaintance o f  yours had been drinking from.
  24. A friend offers you a piece o f chocolate shaped like dog-doo.
25. You arc about to drink a glass o f milk when you smell that it is spoiled.
26. You are walking barefoot on concrete, and you step on an earthworm.
~ 27. You see a bowel movement left unflushed in a public toilet.
28. You hear about an adult woman who has sex with her father.
29. You see a man with his intestines exposed after an accident.
30. You accidentally touch the ashes o fa  person who has been cremated.
’ 31. You discover that a friend o f  yours changes underwear only once a week.
32* As part of a  sex education class, you are required to inflate a new unlubricated condom, 
using your mouth.
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Appendix 7: Examples O f Likert Scales
Scales;
1. How disgusted do you feel?
1 2 3 4 5 6 7 8 9  
1. How anxious do you feel?
1 2 3 4 5 6 7 8 9
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Appendix 12: Kolmogorov-Smirnov Test for Normality for first and second half 
anxiety and disgust likert ratings and BAT scores
Mean Standard
deviation
K-SZ Asymp. Sig (2 
tailed)
First
half
Anxiety Likert 13.8382 6.83191 1.360 0.050
Disgust Likert 17.9559 7.83874 1.026 0.243
BAT score 28.8971 6.52867 1.387 0.043
Second
half
Anxiety Likert 15.2206 9.19904 1.527 0.019
Disgust Likert 20.0735 9.48576 1.243 0.091
BAT score 27.4412 6.40635 1.225 0.099
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